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CANCER 
A SYMPOSIUM* 


MALIGNANCY OF THE CENTRAL 
NERVOUS SYSTEM? 
GILBERT C. ANDERSON, M. D. 
NEw ORLEANS 


BRAIN TUMORS 


The devastating results of tumors of the 
brain are generally comprehended, but the lay- 
man, and even many physicians, do not seem to 
realize that such new growths are relatively 
quite frequent. Large series of autopsies have 
shown that tumors of the brain are responsible 
for about 1 per cent of deaths from all causes, 
which establishes the brain as one of the com- 
monest sites for new growths. The import- 
ance of including brain tumors in any discus- 
sion of neoplasms is therefore 
obvious. 


malignant 


Many brain tumors, of course, are benign. 
Meningiomas, neuromas and pituitary adenomas 
present a fairly hopeful prognosis, as do 
approximately 60 per cent of all gliomas. But 
40 per cent of all brain tumors are gliomas of 
varying degrees of malignancy, and about 40 
per cent of this group are of such a high degree 
of malignancy that in most cases they strike 
swiftly and march on relentlessly to an early 
and fatal termination. 


The keynote of the successful treatment of 
all brain turmors, whether benign or malignant, 
is early diagnosis. If untreated, almost all of 
them will sooner or later cause an increase in 
intracranial pressure which renders surgery in- 


_— 


*Read before the Orleans Parish Medical Society 
on May 17, 1937. 

7From the Department of Surgery, 
Medicine, Louisiana State University. 
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finitely more difficult and dangerous and places 
the patient’s life in great jeopardy, not so much 
because of the growth itself as because of the 
factors of danger inherent in the increased 
pressure. 

How is early diagnosis to be achieved? Not, 
I would say, by reliance upon the classic triad 
of headache, vomiting and choked disc. Those 
three manifestations are intimately associated 
with brain tumor in the minds of all physicians, 
but if early diagnosis is to become an accom- 
plished fact, that old conception must be supple- 
mented with another. Brain tumor must be 
suspected as the underlying cause of any 
progressive and which cannot be otherwise ex- 
plained. It should be emphasized, too, that the 
classic triad of headache, vomiting and choked 
disc, although it is a syndrome diagnostic of in- 
creased pressure only, regardless of its cause, 
should always be regarded as a sign of brain 
tumor until brain tumor is excluded, for it is 
most commonly caused by new growths. 


SYMPTOMS 

The headache of brain tumor is not distinc- 
tive or absolutely typical, but it does have 
special characteristics of its own. It is apt to 
come on early in the morning, even waking the 
patient from sleep, and to wear off as the day 
goes on. It is apt to become progressively 
worse, both in frequency and severity, and to 
derangement of neurologic function which is 
be aggravated by sneezing, coughing and strain- 
ing at stool. It is also resistant to usual reme- 
dies. Vomiting is apt to occur when the head- 
ache is worse. It may or may not be associated 
with nausea, and it may be entirely independ- 
ent of food and drink. Projectile vomiting, 
contrary to the general belief, is a late sign and 
is not often seen. 

Choking of the discs is diagnosed by ophthal- 
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moscopic examination, which is part of the 
routine examination of the eye, which, in turn, 
is an indispensable feature in the study of sus- 
pected brain tumors. There may be dimness 
of vision, although high choking is not incom- 
patible with good central vision and study of 
the eye may also reveal pupillary changes, dip- 
lopia, nystagmus, ptosis and various field de- 
fects. 


Other common findings in brain tumor are 
muscular weakness, 
paralysis, changes in mentality and personality, 


twitchings, convulsions, 
vertigo, hallucinations, awkwardness, incoordin- 
ation and sensory changes. Convulsions are 
particularly significant, especially if they have 
their onset in adult life, for many brain tumors 
first announce their presence by a convulsion. 
Such causes as hemorrhage, thrombosis, embo- 
lus, syphilis, uremia and hypoglycemia usually 
indicate their presence by other signs; when 
these and other causes have been excluded, 
brain tumor is a more acceptable working diag- 
nosis than idiopathic epilepsy, for most of these 
cases, when followed to their conclusion, prove 
to be neoplastic. It must be remembered that 
are innumerable other leads pointing to- 
ward tumor which are not discussed here be- 
cause of the limitations of time. 


there 


DIAGNOSIS 

Having suspected the presence of a brain 
tumor prior to the onset of greatly increased 
intracranial pressure, how are we to proceed to 
establish the diagnosis? The first recommenda- 
tion is purposely mentioned first, for it cannot 
be too strongly emphasized. Detailed, careful, 
repeated physical examination is the first essen- 
tial of diagnosis. The findings may vary from 
day to day, as new signs appear, and particu- 
larly new eye signs. Repeated physical exami- 
nation, accompanied by a chronologically detail- 
ed history, is the most important consideration 
of early diagnosis. 

Spinal puncture is a rather general practice 
but it has inherent dangers, especially in the 
presence of increased intracranial pressure, as 
evidenced by choked discs. In early cases, be- 
fore the onset of increased pressure, it is gener- 
ally considered safe. In late cases, in spite of 
its dangers, it may be necessary for a differential 
diagnosis, but each case must be considered on 
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its individual merits. When it is employed, it 
must be done carefully and slowly. 


Roentgen ray examination, when performed 
with the proper technic and when competently 
interpreted, may be of enormous value. It may 
reveal evidence of general pressure, various 
localizing signs, and even calcification in the 
tumor itself. A normal picture is also helpful, 
in that it excludes certain typical and practically 
constant changes and so assists in eliminating the 
diagnosis of some types of brain tumors. If a 
definite diagnosis cannot be established by other 
methods, the roentgen ray may be employed 
again after the cerebrospinal fluid has been 
replaced by an opaque medium, usually air. The 
exchange is made by lumbar puncture or, if 
there is evidence of increased intracranial pres- 
sure, by puncture of the ventricles. 


Other diagnostic methods are now in process 
of investigation but are not yet generally prac- 
ticed. The roentgen ray, for instance, can be 
used again to photograph the cerebral vessels 
after the introduction of opaque media into the 
carotid artery. This procedure requires maxi- 
mum skill and a nimble technic for its success- 
ful performance, while the interpretation of the 
radiograph is equally delicate. The principles 
employed in electrocardiography, again, are be- 
ing used in the study of brain diseases. Berger 
rhythm is a change in electric potential flowing 
through the brain in rhythmic waves which can 
be traced and measured. The normal curves and 
the curves found in various abnormal con- 
ditions are being intensively studied and there 
seems every reason to hope that diagnostic 
curves eventually may be formulated for cere- 
bral disease just as they have been for myo- 
cardial disease. Elsenberg and his associates 
in the Neurological Institute in New York are 
using olfactory tests in the localization of brain 
tumors and have already obtained very encour- 
aging results. 


TREATMENT 

The treatment of brain tumors is surgical. 
That statement is made as a general principle, 
with the full realization that in certain excep- 
tional cases roentgen ray or radium is the 
method of choice. Recent advances in surgical 
technic have made possible the exposure and 
removal of many tumors which formerly were 
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not amenable to surgical attack. These advances 
include the introduction of new types of anes- 
thesia and new technics for their administra- 
tion; the use of the electrosurgical unit for 
the control of hemorrhage and the excision 
of tissue; the use of suction for the removal of 


soft tumor tissue and devitalized brain tissue. 


TUMORS OF THE SPINAL CORD 


Tumors of the spinal cord are classified as 
are brain tumors, although malignant tumors 
are not nearly so common in the cord as in the 
brain. Their diagnosis, localization and treat- 
ment are less involved and less intricate than are 
corresponding procedures affecting tumors of 
the brain. Surgery is simpler and safer; the 
prognosis, generally speaking, is much _ better. 
The use of roentgen ray or radium should be 
routine after operation for all malignant glio- 
mas. 


CONCLUSIONS 


To summarize, certain conclusions concerning 
brain tumors should be emphasized: 


1. Such neoplasms are commoner than is 
generally realized. 

2. Brain tumor should be suspected as the 
cause of any progressive neurologic derange- 
ment which cannot be explained otherwise. 


3. Brain tumor should be suspected as the 
cause of convulsions which have their onset in 
adult life and which cannot be explained other- 
wise. 


4. The classical triad of headache, vomiting 
and choked discs is a late syndrome and the 
diagnosis should be made before it occurs. 


5. Spinal puncture is a diagnostic method 
which is sometimes necessary but which should 
be used cautiously and only upon definite indi- 
cations. 


6. The treatment of brain tumors is essenti- 
ally surgical. 


7. Because of recent advances in both diag- 
nosis and therapy, the prognosis of brain 
tumors is generally far better than it was ten 
years ago. 
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MALIGNANCIES OF BONES 


ISIDORE COHN, M. D. 
NEW ORLEANS 


When considering malignancies of the skele- 
ton it is essential to remember that they are 
either primary or metastatic. Metastatic malig- 
nancies are secondary to lesions in the breast, 
prostate, uterus, thyroid, adrenals and other or- 
gans. Treatment in these cases can be only 
palliative. 

As a corollary to this I might remind you that 
many so-called radical operations on the original 
lesion should not have been performed. Meta- 
static lesions present at the time of operation 
would have been found if proper roentgen ray 
study had been made prior to operation. It is 
encumbent upon us not to operate upon breast 
tumors or prostatic malignancies unless one is 
satisfied that skeletal metastases are not present. 

Primary malignancies of the skeleton are 
comparatively rare. Frederick Hoffman, in the 
Cancer Survey of San Francisco, 1924 to 1927, 
gives the following statistics of mortality per 
100,000 population: All forms of cancer, 148.7; 
stomach cancer, 51.5; breast 12.5; 
malignancy of bone, 2.7. 


cancer, 


Langenskiold (Sweden) found 78 bone sar- 
comas out of 88,000 surgical admissions. 

In Touro Infirmary from 1932 to 1936 a 
total of 25,302 operations were performed. 
There were 1,660 recorded malignancies of all 
types, and two proved cases of osteogenic sar- 
coma, 

Primary malignancies of bone for this short 
survey may be considered under two heads: 
(1) Osteogenic sarcoma; (2) Ewing’s tumor 
(endothelial myeloma). 

RESULTS 

In either of these or both the end results are 
dependent upon early recognition and early 
appropriate treatment. 

What are the end results? Bloodgood stated 
that in 1920 the five-year cures of sarcoma of 
bone recorded in his laboratory were less than 
4 per cent. In 1931 the five-year cures had 
reached 30 per cent. Behring (Sweden), 1935, 
stated that end results in cases of osteogenic 
sarcoma, localized in the lower end of the 
femur or tibia, treated by amputation of the 
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femur with freedom from recurrence are 25 per 
cent and 27 per cent respectively after four 
years, Meyerding, 1935, gave 16 per cent as a 
record of cures at the Mayo Clinic. These figures 
indicate that some progress has been made, but 
very little. 

Since the end results and appropriate treat- 
ment are dependent upon early diagnosis we 
must turn immediately to the thought of how 
an early diagnosis can be made. 


DIAGNOSTIC FACTORS 

The early diagnosis is dependent upon our 
being malignancy conscious. The factors of 
importance in diagnosis are: (1) History; (2) 
physical examination; (3) roentgen ray exami- 
nation; (4) biopsy. 

Sarcoma of bone is essentially a disease of 
early life. Pain precedes other symptoms. In 
about 50 per cent of the cases there is a history 
of trauma. Persistent pain after trauma, in 
which no fractures are demonstrated at the time 
of the original roentgen ray, calls for a pains- 
taking study of subsequent roentgenograms. 
Pain precedes tumor formation by a few weeks. 

Tumor formation is rapid and progressive. 
There are often markedly dilated superficial 
veins over the tumor. The skin is usually not 
very mobile over the tumor. Approximately 50 
per cent of all osteogenic sarcomas occur in the 
femur, about 25 per cent in the tibia and the 
remainder in the other long bones. 


Fever, leukocytosis, tenderness are not com- 
mon in osteogenic sarcoma, but are commonly 
found in Ewing’s type of tumor, thus causing 
confusion between the Ewing tumor and osteo- 
myelitis. 

The roentgen ray is the most valuable of all 
methods of diagnosis. As a rule, osteogenic 
sarcomas are both proliferative and destructive, 
osteoplastic and osteolytic. As a rule, the pro- 
liferated bone is laid down in radial fashion. 
In the Ewing’s type of tumor it is laid down in 
an onion peel-like appearance and at times pro- 
duces central destructive lesions 
osteomyelitis. 


simulating 


Regional lymph nodes rarely, if ever, are 
involved. Osteogenic sarcoma rarely invades 
the neighboring joint. The joint cartilage seems 
to act as a barrier to the progress of the 
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disease. In osteogenic sarcoma, the old shaft can 
as a rule be seen passing through or surrounded 
by the new bone tumor formation. 

The roentgen ray plus the history and the 
physical examination form the safest triad for 
diagnosis. This statement may be immediately 
challenged by those who would consider biopsy 
as the all important diagnostic procedure, Biop- 
sies in osteogenic sarcoma are both inadequate 
for diagnosis and dangerous to the patient if 
immediate operation is not performed. 

These statements are based on personal ex- 
perience and on the word of such men as Ewing 
and the experimental proof submitted by Saphir 
from the Michael Reese Hospital. 

The following is quoted from Ewing’s article, 
The Place of the Biopsy in Bone Sarcoma: 

“1. The biopsy should be the last step in the 
diagnosis of bone sarcoma. 


“2. The clinical and radiological picture of 
the case of bone sarcoma usually furnishes a 
better conception of the diagnostic and thera- 
peutic problem than can be obtained from a 
biopsy. 

“3. No experienced pathologist wishes to 
make critical diagnosis without such data. 

“4. The general data furnish the diagnosis 
and strongly influence, or even decide the his- 
tologic report, and he, the pathologist, wonders 
why the biopsy was made. 

“5. No tumor responds to surgical treatment 
with such markedly increased malignancy as 
does bone sarcoma. 

“6. In no malignant tumor do tumor cell 
emboli break into the blood vessels more read- 
ily. 

“The limitation in the histologic diagnosis of 
bone tumors and the conditions which simulate 
or accompany them are realized by few sur- 
geons. The sources of error are numerous. 

“In the walls of many benign cystic giant cell 
tumors there is a zone of reactive tissue which 
closely resembles osteogenic sarcoma. 

“In the central portion of many giant cell 
tumors, the tissue resembles medullary spindle 
myxosarcoma. 

“On the outer portion of some slowly grow- 
ing ossifying sarcomas, the tissue resembles the 
normal bone of myositis ossificans. 
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“In the central portions of some periosteal 
fibrosarcomas the cells may be atrophic and the 
tissue suggest a benign fibroma, whereas the 
outer portions are active and malignant, 

“Many bone sarcomas are associated with 
chronic suppurative and non-suppurative osteo- 
myelitis. 

“The pathologist is often puzzled to decide 
cellular tissue is 
degenerating tumor or regenerating inflamma- 


whether the surrounding 
tory tissue. 

‘Many cases of active myositis ossificans pre- 
sent a structure which is difficult to distinguish 
from sarcoma.” 


Codman, commenting on Ewing’s paper, 
stated: “It is largely a confession of the weak- 
ness of pathologic opinion based on microscopic 
evidence alone. Only a great pathologist can 
afford to be so frank, for he is at the same time 
condemning the popular operator who relies on 
a hasty biopsy.” 

The danger of biopsies when done by a sur- 
gical knife has been studied experimentally by 
Saphir from whose work I quote: “Examina- 
tion of the blades of knives used for removal 
of biopsies from malignant tumors revealed a 
varying number of apparently viable tumor 
cells. These tumor cells represent a potential 
danger, as they may be a source of local recur- 


rence and also of metastasis.” 


Summarizing with reference to biopsies it 
would seem safe to state that no time must 
intervene between the biopsy and the operation 
if one would avoid the danger of transplanting 
malignant cells. Too much dependence cannot be 
placed on biopsy as pointed out by Ewing. Sec- 
tions from various portions of the same tumor 
may show different characteristics. 


Study of the Sarcoma Registry will convince 
anyone that the same specimen, submitted to 
different pathologists, is differently interpreted, 
making an accurate and absolutely dependable 
diagnosis from a histologic standpoint seem not 
to be possible in all cases, 

TREATMENT 

The next question—what is the appropriate 
treatment? I believe that this may be summed 
up in the following statement: An operation, 


to be effective, must be early and radical. If a 
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diagnosis can be made before metastasis has 
occurred, amputation offers the most hopeful 
method for cure. Before any form of treat- 
ment is instituted it is important to determine 
the presence or absence of metastases. A roent- 
gen ray picture of the chest is of value. 
According to Ewing “amputation alone cured 
some advanced cases, 
cases. 


as well as some early 
Neither toxins alone nor radium alone 
cured any.” 

Whether preoperative radiation should be in- 
stituted is still debated by some. Forssell, one 
of the greatest radiologists, adhered to the prin- 
ciple of not treating operable stages of any 
form of cancer until, through experience on in- 
operable and borderline cases, he has been con- 
vinced that results can be obtained fully com- 
parable to those obtained by surgical proced- 
ures. In 1930 he stated: “It is very doubtful 
whether radiation prior to or after amputation 
is of any use. Radiologic treatment alone should 
as yet not be advised in operable cases of osteo- 
genic sarcoma of the long bones.” 

Channing Simmons believes that “time lost by 
subjecting a patient to adequate radiation be- 
fore operation more than offsets the possible 
danger of disseminating the disease by biopsy 
with the tourniquet in place and immediate am- 
putation.” He further states that “all proved 
cured cases of Ewing’s tumor have had an 
amputation performed.” 

Geschickter and Copeland state “‘chances of 
cure are more than 25 per cent when primary 
radical operation is performed. This probability 
of a cure becomes less the longer the duration 
of symptoms prior to operation and the greater 
the interval of time elapsing between an incom- 
plete primary operation and radical treatment.” 

Phemister stated “malignant bone tumors in 
the extremities, regardless of variety, should be 
treated by amputation when there is no evidence 
of metastasis.” 

Ewing, Codman, Coley, Saphir, Geschickter 
and Copeland, and others advise operation in 
preference to radiation of any type as a cura- 
tive procedure in osteogenic sarcoma. 


SUMMARY 
1. Sarcoma of bone is comparatively rare. 


2. For early diagnosis one must be malig- 
nancy conscious. 
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3. Pain in the long bones in an otherwise 
healthy young adult persistent over a long 
period of time, if not associated with evidence 
of acute inflammatory manifestations, should 
at least arouse suspicion if, added to the pain, 
swelling occurs near the end of one of the long 
bones. The part should be subjected to careful 
roentgen ray study. 

4. Delay of a few weeks, until something 
turns up on the Micawber plan, may be fatal 
to the patient. 

5. While the roentgen ray manifestations 
are the most reliable, they are at times confus- 
ing and misleading. 

6. Biopsy, if not followed by an immediate 
operation, is both inefficient and dangerous. 

7. The biopsy, according to Ewing, is not 
always diagnostic. 

8. Irradiation, whether with radium or 
roentgen ray, has not proved, up to the pres- 
ent time, an adequate substitute for early sur- 
gery. 

9. Surgical procedures to be useful must be 
radical. 





CANCER OF THE SKIN 
JAMES K. HOWLES, M. D.7+ 
NEW ORLEANS 

No one should die of, or because of, skin 
cancer. This is a broad assertion but when one 
considers the easy accessibility for both morph- 
ologic and histologic study, as well as the ease 
with which they can be destroyed when detected 
early, this statement no longer seems due to a 
light of my imagination. 

The cure of skin cancer is certainly possible 
but the responsibility for this result in dealing 
with such a terrible scourge depends upon co- 
operation of the physician and the patient. The 
doctor must acquaint the laity with the known 
facts concerning possibility of cure and the 
patient must cooperate by submitting to com- 
plete periodic physical examinations, and by fol- 
lowing the recommendations made by the ex- 
aminer. It is by the presentation of such sym- 


7From the Department of Dermatology and 
Syphilology, Louisiana State University Medical 
Center and Charity Hospital, New Orleans. 


posia as this, that most knowledge can be dis- 
seminated to the parties concerned. Teach and 
preach that cancer can be cured if detected 
early enough and properly treated. 

The crux of the whole skin cancer problem 
lies in early recognition and prompt, thorough 
treatment of the new growths. Cancer has 
been a scourge since civilized man first recorded 
his deeds and thoughts. In fact, cancer has 
been known and studied since the very dawn 
of civilization. Medical archives from the time 
of the Hippocratian writers until our present 
day are replete with contributions in this 
subject. 

The riddle of the problem of cancer has been 
rendered almost unsolvable by its very nature 
which is closely akin to that of growth itself, 
about which human knowledge so far is rela- 
tively negligible. The living cell is the most com- 
plex organization of matter known, while litera- 
ture of cancer research is so enormous that 
periodical publications of abstracts are devoted 
solely to the consideration of this research. The 
last half century, however, has seen great prog- 
ress in this perplexing problem of medicine. 
The time allotted to this brief paper will not 
permit a discussion or even a mention of these 
cardinal discoveries of cancer study. 

In 1934 Icompleted a survey of 2,200 cases of 
cutaneous cancer and reported on same. There 
have been many additional cases added to this 
group but for the most part the comments in 
this paper are gleaned from the data obtained 
in the original survey. 

Cancer has been estimated to cause the death 
of half a million of persons yearly among the 
civilized nations of the earth and untold misery 
and suffering to many times that number. In 
the United States there were approximately 
100,000 deaths in 1933 from cancer. 


The history of medicine clearly shows that it 
is sometimes unnecessary to know the cause of 
a disease in order to discover an effective treat- 
ment. A knowledge of the disease process is 
at times sufficient to permit judicious and 
rational therapy, 

Without meaning to discount the value and 
necessity of scientific laboratory investigation 
of the cancer problem with its numerous 
phases, I believe the only true basis upon 
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which all real advance as to the nature, treat- 
ment and prevention of cancer can be estab- 
lished, must be founded upon clinical observa- 
tions with properly 
research. 


controlled laboratory 
To effect this the patient must be 
studied in all relations of life, both before and 
during the existence of cancer; what is wrong 
must be determined by synthesis and deduction, 
and all possible endeavors made to correct it. 


Epithelial tumors of the skin, both benign 
and malignant are so common and are so easily 
accessible for study morphologically and_his- 


tologically that it is surprising how much 
ignorance prevails concerning them. Cancers 


of the skin are important and interesting from 
a number of points of view. The variety of clini- 
cal and morphologic forms by which these 
cutaneous neoplasms are made manifest is sur- 
prising. 


PRECANCEROUS DERMATOSES 

The study of skin cancers has been simplified 
by frequency and easy accessibility. In many 
of these epitheliomas a definite predisposing 
etiologic factor associated with cellular hyper- 
plasia has been shown. It is generally conceded 
that cancer of the skin originates from some 
abnormality of the integument and not from 
normal epidermis. Of course, some may argue 
that any lesion of the skin is a potential can- 
cer. It is sufficient to say that the line separat- 
ing malignant from benign epithelial growths 
of the skin is often a very obscure one, and the 
burden of proof rests on those who are prone 
to discount the importance of these inoffensive 
lesions of the skin 
treatment. 


which are recalcitrant to 


Some of the more common conditions which 
show a special disposition to develop into epithe- 
lioma are: Burns, chronic actinic dermatitis, 
radium dermatitis, roentgen dermatitis, 
toses seborrheic, 


kera- 
Darier’s disease), 
verrucae, leukoplakia, sinus and fistulas, chronic 
ulcers (crural, decubitus), 
cornu cutaneum, 


(senile, 


chronic fissures, 
Paget’s disease, nevi (pig- 
mented moles), xeroderma pigmentosum, cutan- 
eous tuberculosis (lupus vulgaris and lupus 
erythematosus), syphilis, deep mycotic infection 
(blastomycosis), cysts, papillomata, occupa- 
tional dermatoses (embedded metal, scars, heat, 


light, soot, paraffin, coal tar, arsenic, aniline). 


BIOPSY 
Helwig? has stated that if every cancer could 
have the advantage of a biopsy the mortality of 
cancer greatly reduced. Biopsy 
should be used when diagnosis cannot be made 
by any other means. 


would be 


It should be done as an 
accurate means of classification with the pur- 
pose of determining the mode of treatment. 

While the fear of biopsy is becoming less, 
however, when it is necessary, a histologic study 
should be made, since the more recent work on 
the therapy of cancer is concerned principally 
with radiosensitivity, and this can be judged 
only by the classification of neoplasms formu- 
lated by study with 
therapeutic study and follow-up. For such en- 
lightenment we are indebted to Broders, Cutler, 
and others, 


histologic subsequent 


A microscopic classification of tumors is too 
highly specialized a field to be included here, 
but the histologic varieties of epitheliomata of 
the skin warrant consideration. 

The great majority of cancers of the skin 
are of the basal-celled type. The squamous- 
celled epithelioma, while much less common, 
transcends the former in importance, because of 
the higher mortality associated with it. The 
squamous-celled cancer grows more rapidly and 
metastasizes frequently. This is especially true 
in lesions of the oral mucous membrane or of 
the mucocutaneous junctions. The mixed or 
transitional types are still less common than 
the squamous-celled variety, and fortunately the 
melanocarcinomas are comparatively rare. 

The crux of the whole cancer problem is 
early diagnosis, for while the precancerous 
lesions of the skin are relatively benign in their 
early stages, recognition would greatly facilitate 
the treatment of epithelioma. 

INCIDENCE 

About 100,000 patients die of cancer in this 
country each year. Statistics show a slight in- 
crease yearly. At the present time there is great 
discrepancy between mortality and incidence of 
skin cancer, It is extremely difficult to deter- 
mine just what proportion of mankind skin 
cancer affects. Wells* quotes statistics from 
the Huntington Hospital in Boston showing 
that it is the most common form of cancer 
treated there. Pearl and Bacon* point out that 
it is a more frequent cause of death than is 
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the case with any other form of cancer, as in- 
dicated by autopsy statistics, because a greater 
proportion of victims of skin cancer die at 
home instead of in a hospital. 

There are several incidental factors which 
must be considered in studying epithelioma of 
the skin from a clinical aspect. It is generally 
conceded that cancer of the skin most fre- 
quently occurs in those past middle life. The 
two sexes are almost equally affected, except 
in the case of cancer of the mouth, which is 
considered very rare in women. Epithelioma 
of the skin, especially the squamous-celled type, 
is considered by many as an uncommon occur- 
rence in the negro race, and the basal-celled 
type is unknown to many. Location has been 
one of the major diagnostic points of differen- 
tiation and under circumstances where a biopsy 
is not practical, it has formed a criterion upon 
which to prognosticate. Some of the incidental 
factors, now always specifically proved, follow 
here. 

Age: Most of the epitheliomas of the skin 
occur in the relatively old, but many have been 
observed in childhood, Selberg® has reported a 
series of cases occurring in infants and chil- 
dren. Pantrier described a squamous-celled 
epithelioma occurring on the face of a child 
nine years of age. In this group just studied 
the ages ranged from 11 years to 94 years. 
Wassink and Wassink® have reported 9 per 
cent under 50 years and 43 per cent over 70 
years of age. 

Sex: Both squamous and basal-celled epithe- 
liomas are more common on the skin of men 
than of women. Daland’ reported a series of 
cases in 1926 and found a ratio of six to four. 

Race: 
that cancer is not only common among the negro 
population of the United States at the present 
time, but that certain types of cancer are more 


There is an abundance of evidence 


common among the negroes than among the 
whites. A report by Dr. Louis I. Dublin in 
1925, for the Metropolitan Life Insurance 
Company, showed that cancer of the buccal 
cavity was less frequent in the negro male than 
in the white male at ages above 25, while in 
negro females between ages 25 and 74 buccal 
cancer was more common than in white females. 

Cancer of the skin prevailed at the rate of 


2.1 among the white males and 0.7 among col- 
ored males. Among white females the rate was 
1.6, against 0.8 for colored females. The can- 
cer death rate of the City of New Orleans for 
the years 1919 to 1922 was 125.3 per 100,000 
for the white, against 121.8 for the colored. 
These figures represent deaths from all types 
of cancer. In this same period the death rate 
for cancer of the buccal cavity among the 
whites was 16.8 against 6.9 per cent for the 
negroes. The skin cancer deaths were: whites 
0.6 per cent, as against negroes 0.5 per cent. 

Hoffman,*® in reporting the San Francisco 
cancer survey published in 1927, listed the death 
rates from cancer of the various parts for the 
two races in New Orleans for the period 1919- 
1923 as follows: 

Cancer of the lip among the whites prevailed 
at the rate of 0.3 against a rate of 0.4 for 
negroes, and cancer of the tongue 3.5 for the 
whites and 1.0 for the negroes. He commented 
or the correlation of syphilis and cancer of the 
tongue and the fact that syphilis was more com- 
mon in the negro race than in the white. Can- 
cer of the mouth was the cause of death of 0.6 
per cent of the white mortalities and 0.4 per 
cent of the colored ones. 

The purpose in emphasizing the incidence 
among the colored race is to impress upon the 
minds of the profession the fact that epitheli- 
oma of the skin is not uncommon in negroes. 


Dr. Rudolph Matas,® in 1896, in analyzing 
the cancer problem at Charity Hospital from 
1884 to 1893, said: “It would appear from all 
this and other evidence that the opinion which 
has long existed that the negro was formerly 
less liable to malignant disease, and especially 
as to true cancer, is founded on some ground, 
though it is equally certain that at present can- 
cer affects the races in the same proportion.” 

The statistics of the hospital go even further 
than this, indicating a greater prevalence of 
cancer among the colored patients, and, as they 
faithfully represent the experience furnished by 
the institution, they are worthy of serious con- 
sideration. 


CARCINOMA OF THE SKIN IN THE UNITED STATES 
1923-1927 Percentage of deaths among negroes 
from carcinoma of the _ skin............... 1.4 
1927- Percentage of deaths among the whole 
population from carcinoma of the 
GRIER: steestsikisicocinaiceiabcinckons 2.8 
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MORPHOLOGIC VARIATIONS 

Hertzler,’° in a treatise on tumors, stresses 
the importance of location in neoplasms of the 
skin. Not only are the morphologic and dis- 
tributional factors of importance from a diag- 
nostic standpoint, but the location determ:nes 
the mode of therapy, as well. One must always 
consider the adjacent structures as well as the 
depth and consistency of the involved areas. 
Since skin cancer has too many phases to con- 
sider in a short survey, only a few high lights 
of diagnosis and therapy can be stressed here. 


RATIONAL THERAPY 

Time will not permit a discussion of the 
therapy employed in this series, but a partial 
analysis of the comparative value of general 
therapeutic measures cannot be omitted. 


The most desirable method of control of skin 
cancer is prevention, and this can be attained 
only through early recognition. 
is a law unto himself. 


Every patient 
The percentage of fail- 
ures in cancer treatment can be cut down con- 
siderably by the correct selection of the thera- 
peutic measures to be followed. 
distribution, 


Topographical 
color of the 
patient’s skin, age and general condition all are 
factors to be taken into consideration. 


type of cancer, 


determine the 
degree of radiosensitivity must be carried out in 
Metaplasia results from bad 


The grading of cancer to 
required cases. 
treatment. 

The methods of cancer therapy are so speci- 
fically various and so increasingly numerous 
that it is absolutely essential for the conscienti- 
ous physician to acquaint himself with each new 
discovery and compare its special indication and 
excellence with previous or parallel measures. 

Surgery: Many believe the use of surgery 
alone is gradually dwindling as a choice of 
treatment, but with all the brilliant therapeutic 
results of roentgen ray and radium the second- 
ary lymphatic involvement still remains a prob- 
lem. Only freely movable glands should be dis- 
sected. The diathermy knife is still proving a 
most valuable early therapeutic agent, In severe 
carcinoma of the ear surgery is often necessary. 
Around the ear caution is required in the use of 
irradiation. 

Roentgen Ray: 
that 


As far back as 1900 it was 


known certain superficial epitheliomas 
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could be cured by the roentgen ray, but the in- 
troduction of the Coolidge tube in 1913 increas- 
ed the usefulness of this form of therapy. Now 
roentgen ray therapy is used alone and in con- 
nection with surgery, radium and endothermy. 
Both long and short roentgen rays are used. The 
skin tolerance for short waves is greater, the 
time advocated for long wave lengths being 
6-12 minimum erythema doses. An attempt to 
produce a cure in the first attack should be 
made as radioresistance often when 
roentgen ray therapy is given too slowly. 


occurs 


Radium: Radiotherapy is gaining followers 
steadily as the excellent results obtained in vari- 
ous tumor clinics are published. Perhaps one of 
the most encouraging reports for this mode of 
therapy has come from the Radium Hemmet 
in Stockholm, which reports 78 per cent cures by 
radiotherapy, as compared to 65 per cent by 
surgery, Eighty-six per cent of lip cancer cures 
vere obtained with radium alone, 73 per cent 
of similar cures were effected by surgery alone. 
These figures are significant because this par- 
ticular carcinoma site responds especially well 
In the cases of 
buccal cancer treated at Radium Hemmet, 55 
per cent were cured with radium, as against 


tc early surgical intervention. 


41 per cent with surgery. In cutaneous cancer 
92 per cent were rendered free from symptoms. 
The Hemmet advises irradiation only of fixed 


lymph nodes with metastasis. 

The Gynecologist’? of Sweden reports 2.6 per 
cent better results wth radium. Certainly in 
cutaneous and labial cancer radium 
have a great field. Radium is now used to 
treat almost every accessible cancerous area. It 
is used at any stage of cancer. Generally speak- 
ing, interstitial radiation does not do so well 
as surface applications. 


seems to 


With all the encourag- 
ing reports of radium therapy, it must be re- 
membered that it has its objectionable features. 
Even though radon is becoming more easily 
accessible, the cost of radium therapy is pro- 
hibitive to many and radium is still inaccessible 
to some. In inexperienced hands radium is far 
more dangerous than surgery. 


Cancer as a disease is doubly complicated by 
the fact that the methods of therapy, as well 
as the disease itself, must be carefully controll- 
ed. If surgery is to be used the object is to 
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destroy all suspicious tissue, while at the same 
time taking every precaution to avoid unneces- 
sary trauma. Preoperative and postoperative 
care are indispensable. Half-way measures are 
not only useless, but dangerous. Cosmetic re- 
sults should be only a secondary consideration. 
Oral hygiene, especially in buccal cases, is most 
important. Close follow-up of treated patients 
is as much a factor as any other adjunct to ther- 
apy. While his dependents must be kept in- 
formed of the true course of the disease, the 
doomed case must be encouraged in every hope. 

A thorough investigation of the literature of 
skin cancer in all its cumulative aspects and ex- 
tensive records, and a fair experience in treat- 
ing a large group of cutaneous cancer in a well 
organized clinic on a complete skin service re- 
sults in the inevitable conviction that there is 
no one method for treating skin cancer. No one 
therapeutic method can be used to the exclusion 
of all others. 
limitations. 


Even combinations have their 
While deep roentgen ray therapy 
in conjunction with local irradiation shows 
especially successful results, each patient must 
be considered individually. The best procedure 
seems to be a combination of several of the best 
methods selected to affect the particular symp- 
toms of the special case, 


CONCLUSIONS 

1, The crux of the whole cancer problem is 
early diagnosis, for while the precancerous 
lesions of the skin are relatively benign in their 
early stages, recognition would greatly facilitate 
the treatment of epitheliomata. 


2. Epithelioma of the skin is not uncommon 


in negroes. The percentage of deaths in the 
United States among negroes from carcinoma 
of the skin was 1.4 during the years 1923-1927. 
There is an abundance of evidence that cancer 
of the skin is becoming more common among 
the negro population of the United States. 

3. The importance of biopsy and classifica- 
tion of neoplastic skin diseases from a histologic 
standpoint is stressed. 

4. Aside from the incidental factors of age, 
sex and race, location is one of the major diag- 
nostic points of differentiation under circum- 
stances where biopsy is not practical. 

5. Rational therapeutic measures are briefly 


touched upon. The inevitable conviction that 


there is no one method of treating skin cancer 
is reached. No one therapeutic method can be 
used to the exclusion of all others. The best 
procedure seems to be a combination of ther- 
apeutic measures. The importance of close fol- 
low-up is paramount. 
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CARCINOMA OF THE STOMACH 


URBAN MAES, M. D. 
NEw ORLEANS 


In carcinoma of the stomach cure is possible 
by only one method, gastrectomy. Gastrectomy 
is possible only while the disease is still intrin- 
sic. The disease is intrinsic only in its early 
stages. Those are the salient considerations in 
carcinoma of the stomach, and the conclusion 
of the whole matter lies in the statement that 
the curability of the disease depends upon 
promptness of diagnosis. 

Whose fault is it that diagnosis is usually so 
long deferred? Whose fault is it that at most 
not more than 10 of every 100 patients, indeed 
not more than 2 or 3 of every 100 patients, 
are saved from death? 
fault, of course. 


Partly the patient’s 
He overlooks his mild initial 
symptoms, he fails to recognize any change in 
the character of long-standing symptoms, he 
may be honestly unaware of his symptoms until 
the disease is far advanced. He doses himself 
with radio-advertised remedies for indigestion. 


+From the Department of Surgery, School of 
Medicine, Louisiana State University. 
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He puts off medical consultation for reasons of 
fear or finance, and he advice 
He selects 
his surgeon on any basis but that of established 


declines the 
offered him for the same reasons. 
competence. By these and a dozen other meth- 
ods he signs his own death warrant. 

And what does the physician do? His errors 
are three-fold. He tries to diagnose carcinoma 
of the stomach by rule of thumb, and, failing, 
eliminates it entirely from his consideration. 
He tries to diagnose it by the trial and error 
method, the wait and see method, and the 
patient pays the piper. Most usually he over- 
looks it entirely because the disease in its early, 
curable stage is entirely unlike the so-called 
typical picture which most of us were taught 
and which many of us, regrettably, still teach. 


EARLY CLINICAL SYNDROMES 

The patient on the autopsy table, emaciated, 
dehydrated, with a fixed mass in his epigas- 
trium, with a story of increasing pain and 
weakness and disability and slow starvation, 
We 
must picture the patient with carcinoma of the 
stomach as a healthy, well nourished individual 
who, if he is in the doctor’s office at all, is 
not quite clear why he is there. He may be a 
middle-aged or an old man, but there is at least 
one chance in ten, or even in nine, that he is 
less than forty years of age. 


must be dismissed from our memories. 


His story may be 
indefinite, and he may present any one of sev- 
eral clinical syndromes. He may, for instance, 
be more likely to realize that he is not perfectly 
well than to think that he is sick. He is less 
energetic than he was, his sleep is disturbed, he 
tires quickly, he is aware of malaise, he has 
lost his joie de vivre. Gastric disturbances he 
All the 


indications seem to point to his need for a tonic. 


may deny entirely and emphatically. 


Actually what he needs is a roentgen ray ex- 
amination of his gastrointestinal tract. It may 
prove unnecessary and expensive and inconveni- 
ent, but it may also prove the means of saving 
his life. 

In another group of patients the symptoms 
may be ushered in abruptly, perhaps by a diet- 
ary indiscretion from which there has never 
been full digestive recovery. There is a group 
of patients in whom the symptoms date from a 
previous, unrelated illness, recovery from which 
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is slow and the weakness and malaise of which 
tend to linger. I pass over with the scorn it 
deserves that condition mis-named intestinal in- 
fluenza; I mention it merely to illustrate the 
type of illness under which I personally have 
seen carcinoma of the stomach masquerade. 
There is a group of patients whose first symp- 
tom is hematemesis. There is a group in whom, 
on the basis of previously sound and robust 
health, digestive symptoms are superimposed. 
At first there is epigastric discomfort unrelated 
to food, Later there is pain related to food. At 
first there is merely nausea, then the regurgita- 
tion of mucus, then vomiting; much later the 
vomiting of food ingested many hours or even 
many days before. 


In short, as every physician knows, though 
as not all physicians remember, there are a 
dozen different clinical syndromes for carcino- 
The 
symptoms, considered individually, could mean 
anything or nothing, and they may not point 
tc the stomach at all, let alone to serious disease 


ma of the stomach in its early stages. 


of the stomach. Eternal vigilance is the price of 
safety. Nothing in diagnosis is comparable in 
importance to a careful, detailed, chronologic 
history, and it is well that it be taken independ- 
ently, by several observers, in order that no 
point, however trivial, may be overlooked. 


DIAGNOSTIC METHODS 

With the suspicion of carcinoma of the stom- 
ach aroused, the next step is its confirmation or 
elimination. Physical examination in the early 
stages is practically never of value, Blood 
studies should be routine, but the anemia of 
gastric carcinoma, although later profound 
enough to suggest the diagnosis of pernicious 
anemia, is rarely distinctive in the early stages. 
Gastric analysis is of very doubtful value; even 
ii achylia be present, it is by no means pathog- 
nomonic. Occult blood in the stools or gastric 
contents is evidence of ulceration, but tells noth- 
ing of its origin or location. In expert, though 
not in ordinary, hands the gastroscope has 
proved its possibilities. The roentgen ray, 
however, is the most certain of all diagnostic 
aids, and there is rarely a reason for failing 
to employ it. Positive diagnoses vary from 60 
to 70 per cent in early cases, and in 20 or 25 
per cent more the findings are so strongly sus- 
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picious as to be almost positive in conjunction 
with clinical observation. Furthermore, the 
conscientious radiologist is usually the first to 
request that his negative diagnosis be inter- 
preted in the light of the clinical history. 


He should not, however, be asked to do the 


If neither defect in contour nor 
abnormality in peristalsis be demonstrable, as 


impossible. 


may happen when the tumor is small and has 
not yet infiltrated the muscular coats of the 
stomach, obviously the radiologic findings will 
be negative. Then the clinician is driven back 
tu his purely clinical findings, from which, for 
that matter, he ought never to depart very far. 

One special type of patient with carcinoma 
of the must be mentioned in 
detail. He tells a long story of previous indi- 


stomach some 
gestion, which has suddenly become obdurate 
relief. Or he 
exacerbation of di- 
gestive symptoms or a change in them. That 
sort of history immediately introduces the ques- 


to previous methods of 


suddenly exhibits an 


tion of the possible transition of gastric ulcer 
into gastric cancer. I am aware that authorities 
of equal eminence hold diametrically opposite 
opinions upon this subject, and I am not con- 
cerned with the exact percentage of gastric 
ulcers which turn into cancer, or the number 
of cancers which are superimposed upon ulcers. 
The estimate varies from 1 to 70 per cent, but, 
so far as I am concerned, this is a purely acad- 
emic consideration. The important consider- 
ation is that, whatever the percentage, some 
ulcers end as cancer and some supposed ulcers 
These facts 
cannot be denied, and the corollary is that the 


are cancer from their inception. 


prolonged treatment of supposed gastric ulcers, 
particularly in individuals in the so-called can- 
cer period, is simply not safe. It is always 
based upon the fallacious assumption that the 
differentiation of gastric ulceration from gas- 
tric malignancy is possible by clinical and radio- 
logic methods, whereas all the evidence points 
to the conclusion that this is not only not pos- 
sible, but is not even approximately accurate. A 
guess is the best that the most experienced clin- 
ician or radiologist can offer in some 25 or 30 
per cent of all cases, and a guess, as Lord 
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Moynihan well says, is a poor peg upon which 
to hang a man’s life. And make no mistake, it 
is a life that is in the balance. Gastric ulcer and 
gastric malignancy must be distinguished posi- 
tively, not probably, before the medical treat- 
ment of the supposed ulcer is undertaken. The 
physician must be fully cognizant of the re- 
sponsibility he takes upon himself when he 
advises against surgery in such cases, regard- 
less of how unlikely or uncommon he personally 
feels the transition from ulcer to malignancy 
to be. 


The only safe rule is to regard as cancer any 
indigestion, with or without other symptoms, 
which appears after middle life in a prev:ously 
well person; to regard as cancer any acute 
digestive disturbances in this period which are 
superimposed upon chronic digestive disturb- 
ances and which do not promptly respond to 
routine measures; to regard as highly suspici- 
ous of cancer any vague symptoms, even though 
associated gastric disturbances be lacking; to 
continue to regard as cancer any of these clini- 
cal syndromes until it is proved beyond shadow 
of doubt that it is not cancer; and to 
without delay to exploratory laparotomy 


resort 
if the 
diagnosis cannot be made otherwise. 
SUMMARY 

The suspicion that cancer exists is the one 
thing that really matters; certainty of diagnosis 
in malignant disease is frequently also the cer- 
tainty of death. 
ways justifiable. Accurate diagnosis is a desider- 
atum, but in the absence of incontrovertible 
negative findings, just as in the presence of 
doubtful positive findings, one is entirely justi- 
fied in exploring without hesitation every per- 
son in middle life, or before middle life, who 
exhibits symptoms which rouse suspicion that 
cancer of the stomach may be responsible for 
them. Cancerous indigestion has no hallmarks, 
while it is still amenable to cure, to distinguish 
it from indigestion of other origins. A properly 
performed exploratory incision was never re- 
sponsible for a fatality, and such an incision is 
the first step in the performance of gastrecto- 


Operation on suspicion is al- 


my, which is the only method by which carcin- 
oma of the stomach can be cured. 
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CARCINOMA OF THE LARGE 
INTESTINE 
JAMES D. RIVES, M. D. 

NEw ORLEANS 
The large intestine is one of the most fre- 
quent sites of malignant disease. 
oi all cancers occur in it, this being approxi- 
mately the same proportion found in the stom- 
Half of these neoplasms involve the rec- 
tum only, two-thirds are located in the rectum 


Ten per cent 


ach. 


and sigmoid combined, and five-sixths are lo- 
cated in the left half of the large bowel, in- 
The significance of these 
locations from the standpoint of diagnosis | 


cluding the rectum. 


shall discuss shortly. 

Males are more frequently affected by malig- 
nancy of the large intestine than are females, 
the proportion being estimated as high as two 
to one by some authorities. Many cases have 
been reported in individuals less than thirty 
years of age, and one case is on record in a 
child of three years, but the majority of pa- 
tients, as would be expected, are past middle 
life, and the greatest frequency is from forty to 
sixty years of age. 

The cause of the disease is unknown except 
for one definitely established predisposing 
condition, polyposis. This must be accepted as 
a definitely precancerous disease and treated as 
such. It is rather generally believed that hem- 
orrhoids and benign ulcers and fistulae of the 
rectum predispose to anal carcinoma, but most 
authorities do not accept the hypothesis. 
Against it, too, is the fact that anal carcinoma 
is relatively infrequent, whereas hemorrhoids 
are almost universal in their occurrence. 


CLASSIFICATION 


Three types of carcinoma are commonly en- 
countered in the large intestine. Medullary 
adenocarcinoma, which is commonly found in 
the right half of the colon, produces large, 
bulky, ulcerating lesions, with little or no tend- 
stricture formation. Scirrhous carci- 
noma, which is commonly found in the left 
half of the colon, produces small, hard, circum- 
ferential lesions, with a marked tendency to the 


ency to 


+From the Department of Surgery, School of 
Medicine, Louisiana State University. 
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formation of so-called “napkin ring” strictures. 
Mucoid or colloid carcinoma, which may be 
found in any location in the colon, accounts for 
only five per cent of all cases. It is character- 
ized by its slow growth and by the formation 
of large, bulky, mucoid tumors, with little tend- 
ency toward obstruction. 


Carcinoma of the colon grows slowly and 
metastasizes late. Almost half of the cases 
coming to autopsy show entirely intrinsic lesions 
and more than half show no spread beyond the 
immediate neighborhood of the primary growth. 
Metastasis commonly occurs by way of the 
blood stream to the liver, or by way of the 
lymphatics to the regional lymph nodes. En- 
largement of the regional nodes, however, can- 
not be accepted as evidence, per se, that metas- 
tasis has occurred; it is frequently the result 
of infection. 


TREATMENT 

The most successful treatment at this time 
is radical excision of the involved segment of 
intestine with its regional lymphatics. Radiation 
therapy and electro-coagulaton are useful pal- 
liative measures but are not curative. On the 
other hand, while the results of surgical treat- 
ment leave much to be desired, the reasons for 
this state of affairs are readily apparent and 
can be remedied. The most important obstacle 
tc cure is the fact that throughout the world 
these patients reach the surgeon on an average 
of twelve months after the onset of symptoms 
and some 50 per cent exhibit inoperable disease 
when they are first seen. The second obstacle 
is the surgeon’s own deficiency: A large pro- 
portion of these patients are aged and debilitat- 
ed, and extensive resection of the intestine, with 
its septic contents, from the vulnerable peri- 
toneal cavity is a formidable procedure. In the 
best clinics a steadily increasing operability and 
a steadily decreasing operative mortality give 
evidence of improvement in diagnosis and in 
surgical methods, but there is still much to be 
accomplished. Some of the bolder surgeons 
have widened their indications of operability 
faster than diagnosis has improved, in the belief 
that more lives can be saved in the group of 
cases hitherto considered inoperable. Their at- 
titude seems to me to be perfectly sound, since 
what remains of life for these unfortunate per- 
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sons, without radical surgery, is certainly not 
worth preserving. 

The results of operation at this time may be 
summarized in this fashion: Approximately 
half of all cases are operable when they first 
reach the surgeon. In the best hands the opera- 
tive mortality for carcinoma of the right half of 
the colon is about 1 in 8 cases, with five-year 
cures resulting in about half of those who sur- 
vive the operation. The operative mortality for 
carcinoma of the left half of the colon and the 
rectum is about 1 in 6, with five-year cures re- 
sulting in a third to a half of those who sur- 
vive the operation, There is ample evidence that, 
as diagnosis improves and the disease is detected 
more promptly, the percentage of operability 
and the number of five-year cures increases in 
that the 
operative mortality will decrease as the general 


like proportion, It is obvious, too, 
condition of the patient improves, and Rankin’s 
statement that in localized lesions of the right 
half of the colon it should be possible to reduce 
the operative mortality to five per cent and to 
increase the cures to 50 per cent does not seem 
Lockhart-Mummer 
five-year salvage of .nearly thre 


over-optimistic. reports a 
juarters of 
his patients with small localized rectal lesions. 
Clearly the responsibility for improvement in 
results rests jointly upon the family physician 
and the surgeon, who must, between them, sup- 
ply early diagnosis and high technical compet- 
ence, 
SYMPTOMS 

The picture is made considerably brighter 
by the fact that early diagnosis of carcinoma of 
the large bowel is not only possible but is not 
even particularly difficult. Symptoms occur 
arly, and even though they are not sufficient- 
lv clear-cut to establish the diagnosis in them- 
selves, they are sufficiently suggestive to call 
for proper examination of the colon and rectum, 
which should lead to a correct diagnosis in nine 
out of every ten cases. 

The characteristic picture of cancer of the 
right half of the colon is one of rapidly de- 
veloping secondary anemia without assignable 
If to it be 
added local pain and tenderness, usually of a 
mild degree, in the right side of the abdomen, 


cause in a person of advanced age. 


a dyspepsia of the type usually associated with 
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chronic appendicitis, and an intermittent diar- 
rhea, the suggestion of malignancy becomes 
very strong. The characteristic picture of car- 
cinoma of the left half of the colon is one of 
slowly developing partial obstruction, frequently 
associated with melena. Cramps and tenesmus 
are common, and intermittent diarrhea is not 
unusual. In carcinoma of the rectum bleeding 
is practically a constant sign. Other symptoms 
include an irregularity of intestinal 
usually in the form of constipation, though 
diarrhea may be present, or there may be al- 
ternating diarrhea and constipation. 


function, 


ain and 
tenesmus are also frequent. 


If carcinoma of the large intestine is to be 
recognized early, the public must be educated 
to take intestinal disturbances to its physicians 
arly, just as they have been educated to take 
lumps in the breast and sores on the lips or 
tongue to them. The public must be trained 
to cease its pernicious habit of self-medication 
for such disturbances. The family physician 
alert for 
of the colon whenever a patient, and particular- 


must be on the malignant disease 
ly whenever a patient past forty years of age. 
presents himself with unexplained anemia and 
weakness and whenever there are present also 
such symptoms and findings as a change in 
bowel habit; dyspepsia; local pain and tender- 
ness in the particularly 
cecum; melena; hemorrhoids; and constipation 


abdomen, over the 
and diarrhea, alone or associated, with cramps 
and tenesmus. 


DIAGNOSIS 
When the disease is ‘once suspected, the 
diagnosis is not difficult to establish. Carci- 
noma of all parts of the colon proximal to the 
rectosigmoid junction can be recognized in more 
than 90 per cent of all cases by a properly con- 
ducted radiographic examination. The barium 
meal by mouth is contraindicated ; it is of little 
value and it may menace the patient’s life by 
converting a partial into a complete obstruction. 
Examination after an opaque enema, on the 
other hand, in a properly prepared patient will 
almost invariably lead to a correct diagnosis in 
the hands of a competent radiologist. It should 
also be remembered that malignancy of the 
rectum or sigmoid, in which, as I have pointed 


out, two thirds of carcinoma of the colon is lo- 
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cated, usually can be seen by sigmoidoscopic 
examination. It should be remembered, fur- 
thermore, that half of all malignancy of the 
colon is located in the rectum, within reach of 
the examining finger. It is naturally not pos- 
sible to make a positive diagnosis by digital ex- 
amination in all cases, but it is quite possbile 
to locate the lesion, and when this is done, the 


final diagnosis can readily be made by biopsy. 
SUMMARY 

The responsibility of the physician who first 
sees the patient is clear. It is evident that the 
means of making an early diagnosis are at 
hand ; it remains only to make full use of them. 
If this be done, and if the patient be brought 
to the surgeon in good physical condition, and 
while his lesion is still localized, then the re- 
sponsibility passes to the surgeon and is placed 
squarely upon his shoulders. It is my own be- 
lief that he will not be found wanting. 





CARCINOMA OF THE CERVIX 


HILLIARD E. MILLER, M. D. 
NEw ORLEANS 


In the limited time allotted, I can only dis- 
cuss in a casual manner some of the cardinal 
points of uterine malignancy, that is, the most 
important manifestations of early cancer of the 
cervix, the methods of determining the presence 
treatment of 


of early malignancy, and the 


cervical carcinoma, 


Of all cancer deaths, 12.61 per cent are from 
cancer of the cent of all 


gynecologic lesions in the patient passed the 


uterus. Four per 
age of thirty-five are carcinoma of the uterus, 
and 35 per cent of all deaths from gynecologic 
disease in the same age group are from carci- 
noma. 

SYMPTOMS 


The cervix, unfortunately, sends out no 
danger signals of the beginning invasion by 
carcinoma. The patient herself receives no di- 
rect warning; there are no symptoms by which 
to read the presence of carcinoma in its initial 
stage. Only too seldom is the physician given 
the opportunity to make the diagnosis at this 
point. 


In spite of cancer educational cam- 


paigns, a large majority of women do not real- 
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ize the necessity of correction of lacerations 
and chronic diseases of the cervix or the gravity 
of abnormal bleeding, especially at or after the 
menopause, and wait until too late to seek the 
advice of their physician. 

It is true of cancer, as it is true of many 
other bodily ills, that only the desire for the 
relief of pain will drive the sufferer into the 
doctor’s office. But when pain is present in 
carcinoma of the cervix there can be no hope 
of ultimate cure. The medical profession is 
due some blame for many of the late cases. It 
happens too often that the patient seeks advice 
as to the cause of abnormal bleeding, merely to 
be given a prescription for ergot or some 
styptic, the outcome being that she returns later 
with pain and unmistakable evidence of an ex- 
tensive carcinomatous involvement of the cer- 
Vix, 

Bleeding from carcinoma of the cervix is not 
of an intermittent or menorrhagic character ; it 
is of a more or less constant nature and may 
ensue upon over-activity, trauma from in- 
tercourse, douching, or a vaginal examination. 
It is, as a rule, the first symptom of which the 
patient is conscious. Unfortunately, the 
amount of bleeding is no criterion of the extent 
of the lesion. Although the blood loss may be 
slight, the carcinomatous process may already 
have made serious inroads into the parametria, 
base of the bladder, rectovagnial septum, and 
iliac glands. Nor does it follow that because 
the bleeding has been of short duration, the 
lesion is, therefore, slight in extent. In 50 cases 
of Stage IV cancer in Lynch’s series, there 
were 11 who had had a bloody discharge for 
only three months or less, and 10 others for 
between three and six months, yet all of these 
had very late inoperable cancers and lived, even 
after treatment, seven 


only an average of 


months. 
EDUCATION OF THE WOMAN 

Patients should be trained to submit to regu- 
lar check-ups at one-year intervals after the 
age of thirty-five, for the skilled gynecologist, 
who makes a conscientious and thorough ex- 
amination, can recognize potentially carcino- 
matous areas on the cervix long before the 
stage of ulceration and bleeding occurs. These 
small areas are palpable as slight nodular eleva- 
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tions on the vaginal surface of the cervix and 
have a glazed appearance. If the Schiller test 
is applied, they will stain only very slightly, if 
at all. This, however, does not indicate abso- 
lutely that the unstained areas are malignant, 
but does indicate where biopsy sections are to 
be taken. 


The best answer to the cancer problem which 
we have today as specialists is to educate wo- 
men to the necessity of regular gynecologic 
examinations, and to disabuse their minds of 
the false idea that discharge and bleeding are 
early symptoms of cancer. As my late brother, 
Dr. C. Jeff Miller, has stated: “Women must 
be taught that a vaginal discharge is never 
physiologic; that irregularities of menstruation 
are no more normal at the age of forty-five 
than at the age of twenty-five; that abnormal 
bleeding is not a natural accompaniment of the 
menopause; that neither discharge nor bleeding 
ever occurs from a healthy uterus when once 
menstruation has ceased; that pain is not an 
early symptom of cancer; and that the woman 
whoa deludes herself with the belief that because 
she has no pain she cannot have cancer is like- 
ly, at a later date, to pay a heavy price for her 
lack of wisdom.” 


If we are to campaign against cancer of the 
cervix, we must educate women that after the 
age of thirty-five all injuries sustained at child- 
birth, all eversions and erosions of the cervix, 
as well as any inflammatory disease must be 
cleared up by the operative procedure best suited 
to the particular case. Of women with cancer, 
96 per cent have had babies, which puts the 
blame more or less directly upon injuries and 
inflammatory conditions resulting from trauma 
incident to childbirth. The figures of the late 
Dr. Graves, which were quoted several years 
ago, I think of extreme importance; they indi- 
cate that the predisposing causes of cancer of 
the cervix are largely ulcerations, 
erosions, eversions, and chronic infections of the 
cervix. Graves reported that only five cases of 
carcinoma occurred in 6000 women whose di- 
seased cervices had received proper treatment ; 
while in 669 cases of cervical carcinoma, there 
were only twelve women who had had previous 
repair work. These figures imply that the risk 
of carcinoma is increased thirty-three times in 


injuries, 
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and 


lesions 


the patient whose inflammatory 
lacerations are not attended to. 


LOCATION OF LESIONS 
Originally, all carcinomatous lesions are en- 
tirely localized, and a simple excision of the in- 
volved area beyond the limits of the growth 
will effect cure. This is demonstrated by three 
patients I saw personally, in whom there 
was no reason to suspect carcinoma of the cer- 
vix at the time of operation. The cervix was 
amputated, and microscopic lesions, too minute 
to be visualized macroscopically, were found by 
the pathologist in the tissues removed. Because 
these microscopic areas of carcinoma were defi- 
nitely localized and confined within the limits 
of normal membranes, no further treatment was 
thought necessary. All three of these patients 
have been free of any return of carcinoma for 
from one to three years. 


There is apparently little tendency for car- 
cinoma of the cervix to metastasize to distant 
parts of the body. Recurrences of carcinoma 
occur either locally on the cervix or spread to 
the parametria, rectovaginal septum, base of the 
bladder, and iliac glands, because of the gener- 
ous vascularity and intricate network of lym- 
phatics about the cervix. Excision of enlarged 
iliac glands reveals only 44 per cent of them 
involved with carcinoma. The other 56 per 
cent are enlarged because of the absorption of 
septic material about the sloughing carcinoma- 
tous lesion. Bonney states that “although in 
cases in which the regional glands are involved, 
the primary growth in the cervix is on the aver- 
age of older standing and more extensive than 
in cases in which the regional glands are not 
involved, there is no hard and fast rule, and 
extensive glandular involvement may co-exist 
with a very small primary growth, whilst con- 
versely, the cervical growth may be most ex- 
tensive without any involvement of the regional 
glands.” 


Our cure rate in carcinoma of the cervix can 
only be based on a five year period during 
which the patient has had no recurrence of the 
lesion either locally or at some distant point. 
Many cases apparently remain clinically cured 
over a period of from sixteen months to three 
years, and then a complete slough in the vault 
of the vagina may result because of incarcerated 
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dormant cancer cells breaking through the con- 
fines which have held them in check up to that 
time. 
TREATMENT 

Different methods of treatment of carcinoma 
of the cervix are utilized in the various clinics 
throughout the world. These methods may be 
briefly enumerated as: surgery, ir- 
radiation with surgery, irradiation 
or combined irradiation and deep _ roent- 
gen ray therapy. Where several methods 
are used in the same surgery is, of 
course, applied only to the lesions which are 
limited entirely to the cervix and show no evi- 
dence of vaginal or parametrial involvement. 
Only a few men still utilize the extensive 
Wertheim procedure for carcinoma of the cer- 
vix. Mr. Victor Bonney, one of the most gen- 
eral users of this method, found in his series 
that 63 per cent of the total number of cases 
applying for treatment came within the limits 
considered amenable to operation. We have in 
our clinic applied surgery only to cases where 
all our methods of examination were negative 
for any cancerous lesion, but postoperative sec- 
tion revealed very early, well 


pure 
alone, 


clinic, 


circumscribed 
Surgical procedures less 
extensive than the Wertheim operation give 
excellent results in such a group. 


areas of malignancy. 


The removal 
of both tubes and ovaries, a wide dissection of 
the broad ligaments, and a sacrifice of a gener- 
ous margin of vaginal tissue, is sufficient in 
such instances. If the lesion is grossly evi- 
dent, the case is regarded as beyond the realms 
of surgery and as one in which only radium 
and deep ray therapy are indicated. In apply- 
ing radium to carcinomatous lesions of the cer- 
vix, one should have a clear understanding of 
the effects of radium and the amount of irradi- 
ation necessary. It is extremely important to 
apply the radium element so as to reach para- 
metrial structures, rectovaginal septum, and the 
base of the bladder, as well as to crossfire the 
initial lesion of the cervix, to as great an ex- 
tent as possible. Many cases of cancer are be- 
ing cured locally but are dying of parametrial 
involvement which our present methods do not 
reach. 

Some enthusiasm is being shown in several 
centers over irradiation followed a month of 


six weeks later by complete removal of the 


pelvic structures. The reports from these 
clinics are not as yet sufficiently large, nor has 
enough time elapsed, to evaluate such an attack. 


Suffice it to say, that all methods which are 
in use today have not in any way solved our 
problem of curing cancer of the cervix, and it 
would appear from all reports that, irrespective 
of the type of treatment inaugurated, we are 
all arriving at about the same miserable cure 
rate of from 20 to 25 per cent. 


SUMMARY 


Undoubtedly, this low rate of salvage in car- 
cinoma of the cervix is due to the fact that, in 
most of the cases seen, the carcinoma has ex- 
tended beyond local confines and out of reach 
of all the methods which we have for stopping 
the progress of the disease. In the final analy- 
sis, if we are to hope for better results, women 
must be educated not to wait for bleeding, foul 
discharge, and pain, to bring them for an ex- 
amination, but that instead they should submit 
to an annual appraisal of cervical lacerations 
and chronic inflammatory diseases, and all ir- 
ritations resulting from these lesions should be 
corrected by the proper surgical means. 





MALIGNANCIES OF KIDNEYS, BLAD- 
DER AND PROSTATE 
EDGAR BURNS, M. D. 
NEw ORLEANS 
KIDNEY 

Nearly all tumors found in the kidney are 
malignant. They occur in the cortex in 90 per 
cent of the cases, are of uncertain classification 
and cannot be differentiated clinically. Tumors 
of the renal pelvis make up the remaining 10 
per cent. These are similar pathologically to 
the tumors of the bladder, with the exception 
that in the kidney the squamous cell varieties 
are more often found. 

The initial symptom in adults is hematuria in 
40 per cent of the cases, pain in 30 per cent and 
tumor in 10 per cent. Occasionally all symp- 
toms pointing to renal involvement may be ab- 
sent. In 1000 collected cases one third had all 
symptoms present while only 10 per cent had 
bieeding, pain or tumor alone. 


In children under six years of age a slightly 
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different problem is encountered. The tumors 
are almost entirely embryonic in type. They 
grow rapidly and encapsulate with little tend- 
ency to break through into the pelvis—thereby 
reversing the order of cardinal symptoms found 
in the adult. Tumor and pain predominate and 
hematuria is relatively rare. often 
an associated weakness, fever and 
leukocytosis. 


There is 
vomiting, 
Because of these latter symptoms 
and the presence of a mass, these cases are not 
infrequently explored with a needle for pus be- 


fore an accurate diagnosis is made. Splenic 
enlargements are usually recognized by the 


biood picture and other tumors in the upper 
abdomen of children this age are so rare that 
any mass in this area can be called kidney tumor 
with little chance of error. 


The diagnosis of renal tumor is based upon 
the clinical evidence correlated with urologic 
findings, which are: (1) A demonstration of 
the renal source of hematuria; (2) reproduction 
of pain; (3) associated disturbances in func- 
tion; (4) an enlarged kidney shadow on plain 
roentgen ray, and (5) a characteristic pyelo- 
graphic deformity. Roentgen rays of the chest 
and bones for metastases constitute a part of 
the routine study. 


In so far as treatment is concerned nephrec- 
tomy before the metastases occur offers the 
only hope of cure. The immediate mortality 
varies from 11 per cent to 33 per cent with an 
ultimate mortality of almost 90 per cent. Kidney 
tumors cause about 2000 deaths in the United 
States each year. 

BLADDER 

Tumors of the bladder are of epithelial origin 
in 95 per cent of cases. 
nant. 


They are all malig- 
No sign or symptom is pathognomonic. 
Hematuria is the initial symptom in 77 per 
cent; it begins without warning, is usually 
painless, may be copious, is unaffected by rest, 
diet or drugs and stops as it begins—without 
rhyme or reason, This type of behavior may 
lull the patient and his doctor into a false sense 
of security by what they consider a happy es- 
cape from Hematuria 
in 95 per cent of cases is of serious omen and 
the time interval between first passage of blood 


some serious disease. 


and the institution of proper treatment should 
be as short as possible in an effort to reduce 
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the present mortality. Retention of urine may 
be produced by a growth in or around the neck 
of the bladder. Dribbling may occur if an in- 
filtrating growth involves the vesical sphincter. 
Pain, frequency and burning signify infection, 
which always occurs at some time or other dur- 
ing the course of the disease. 

The diagnosis of bladder tumor is based upon 
a cystoscopic study which determines the pres- 
ence of growth, its size, location, whether or not 
more than one is present and the presence or 
absence of edema. A differential renal func- 
tion is also a part of the cystoscopic examina- 
tion. Specimens are removed for biopsy. It 
is our custom to use Broders’ method of grad- 
ing. He divides tumors into four groups ac- 
cording to the amount of cell differentiation. 
Grade one is least malignant and often referred 
to as benign papilloma. Grade four is highly 
malignant and very few recoveries from this 
iype occur. Vaginal examination in the fe- 
male and rectal examination in the male may 
reveal an infiltrating growth in the base of the 
bladder. Roentgen rays of the chest and 
bones determine the preSence of metastases. 
Delay in diagnosis of bladder tumors is com- 
mon. In collected series it has been shown 
that an average of two years elapsed between 
first passage of blood and the time an accurate 
diagnosis was made. 

The treatment of bladder tumor is based up- 
on its size, location and degree of malignancy. 
Grades one and two, if small, are often suc- 
cessfully handled by fulguration 
cystoscope. 


through the 
If large and multiple, fulguration 
through an open suprapubic wound is a better 
procedure. There is some doubt as to whether 
one is justified in fulgurating grades three and 
four. These should be treated by resection, if 
in a resectable position. Total cystectomy, be- 
fore metastases occur, is a practical procedure 
and may be the only means of curing some of 
these highly malignant tumors. 
therapy and radium are 


Roentgen ray 
in conjunction 
with the above methods. Bladder tumors cause 
about 4000 deaths in the United States each 
year. 


used 


PROSTATE 
Carcinoma of the prostate is a frequent and 
deadly disease and comprises from 18 to 25 per 


cent of all prostatic obstructions. It is essenti- 
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ally silent until one of the following occur: (1) 
Obstruction to urination; (2) pain from pres- 
sure on pelvic nerves or (3) pain from metas- 
tases. There are no characteristic symptoms. 
The diagnosis is based upon stony hardness of 
the gland, irregularity in contour, fixation and 
lack of elasticity of the prostate. The diagnosis 
is often made by discovery of bony metastases 
differentiated from 
stone in the prostate by roentgen ray and from 


by roentgen ray. It is 
chronic inflammation by massage. Inflamma- 
tion improves on massage and carcinoma be- 
comes rapidly worse. 

Treatment of carcinoma of the prostate is 
more or less unsatisfactory, and cure by any 
method All efforts are directed 
toward postponement of death. 


is doubtful. 
The methods 
at our disposal are radical removal, as practiced 
by Young, Gilbert Smith, and others; resection 
for relief of obstruction, as practiced by the 
majority of urologists throughout the world to- 
day; roentgen ray and radium. According 
to Barringer 20 per cent are radiosensitive. 
The average life expectancy, after a diagnosis 
is made, is two and a half years. Carcinoma 
of the prostate causes about 5000 deaths in the 
United States each year. 





THE PRESENT STATUS OF RADI- 
ATION THERAPY IN CANCER 


M. D. TEITELBAUM, M. D. 


NEw ORLEANS 


The growth of radiation therapy has been so 
mushroom in rate, that some brief review of 
its history is essential to explain certain view- 
points and to indicate certain trends. Within a 
year of Roentgen’s discovery of the x-rays, 
their biologic action was noted, and, as early as 
1896, 


were treated by radiation. 


carcinomas of the breast and stomach 
These first attempts 
were inspired, of course, by the curiosity of 
despair and limited by the crudity of the appar- 
atus and the courage of the experimenter. Fur- 
ther progress depended upon technical ad- 
vances in the capacity of the machine and sta- 
bility of the tube. The reduplication of results 
in the individual laboratory and the transferring 
of data from one clinic to another only became 


possible with the development of internationally 
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standardized measuring devices. Deep therapy 
of the present day implies a 200 kilovolt trans- 
former, but this concept is by no means static 
and heated arguments obtain between the advo- 
cates of this conventional deep therapy and the 
proponents of millionvolt and teleradium equip- 
ment. 

With the development of powerful equipment 
and of increased depth doses obtained by filtra- 
tion and cross firing, different philosophies of 
In Germany, Seitz and Wintz 
developed the concept of one massive dose 
which would completely eradicate the - tumor. 
This approach unfortunately also reduced the 
patient to that critical point where only pro- 
longed with multiple trans- 
fusions brought him back to even moderate 
usefulness. 


treatment arose. 


hospitalization 


For this reason and its medico-legal 
connotations, the method never became popular 
in this country and we practiced what might be 
known as the sporadic technic—a dose now and 
then, both amount and interval being entirely 
capricious. The results except in very occas- 
ional cases were nil. From Regaud’s idea of 
the prolongation of treatment time so that more 
of the neoplastic cells might be exposed during 
their might be 
termed the modern rationale of therapy. Its 
practical application is seen in the use of highly 
filtered radium, the Kingery-Pfahler saturation 
method of roentgen-radiation and the Coutard 


doctrine of protracted fractionated irradiation. 


sensitive phases arose what 


Certain principles are now believed to be essen- 
tial to a correctly planned course of treatment : 

1. The entire cycle of radiation must be 
delivered during an optimum time interval. This 
interval varies somewhat with different lesions, 
but in general, unless the therapy is so executed, 
the tumor and its bed develop an immunity or 
resistance to renders 
treatment of no 


further radiation which 
supplementary or renewed 
avail. Cancers which might well be cured by 
a first adequate series will become hopelessly 
incurable if subjected to small, repeated, inade- 
quate exposures to roentgen ray or radium. If, 
on the other hand, the cycle is concentrated over 
too short a period many of the tumor cells will 
remain in the resting phase throughout its entire 
duration and consequently be relatively less 
affected. The opportunity for cure by radiation 


truly knocks but once. 
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2. The dose delivered to the tumor must be 
adequate. Irrespective of the histologic type 
of tumor (i. e., its classification on the Broders’ 
scale), the amount of radiant energy applied 
must approach, but not quite equal the lethal 
dose of the surrounding normal tissue. 


3. Each component part of the tumor must 
receive adequate treatment. Failure 
bound to result in local recurrence. 

4. The filtration must be sufficient to take 
advantage of the selective effect of irradiation 
on the tumor cell rather than to depend upon 
its caustic action. In brief, what is required is 
the exposure of all parts of the tumor to a suf- 
ficient quantity of highly filtered radiation in 
divided doses over an optimum time. 


here is 


The method, if followed to completion, is not 
a procedure to be lightly regarded. It takes a 
considerable toll from the patient not only with 
respect to the second or third degree dermatitis 
over the local area, but also because of the pro- 
nounced systemic effects. The procedure is a 
radical one and has two absolute prerequisites. 
First, a patient in fair physical condition and 
second, a tumor which can be cured. If either 
of these is wanting one must relinquish the 
thought of cure in favor of that of palliation. 


CURABILITY 

Considering these two criteria of curability 
more closely, little more need be said concerning 
the general condition of the patient. It is use- 
less to plan a prolonged regime of therapy for 
a cachectic debilitated patient. 

One other incalculable factor which must be 
mentioned at this time is the individual pa- 
tient’s reaction to the ray. Some apparently 
robust persons tolerate radiation so poorly that 
no proper course of therapy can be carried 
through. 

With regard to the curability of the tumor 
itself several factors must be considered. Prob- 
ably the most important of these is the radio- 
sensitivity. Those tumors may be classed as 
sensitive which are sufficiently more susceptible 
to radiant energy than the surrounding normal 
cells, that they may be completely destroyed, 
while the latter are preserved. The sensitivity 
of the tumor depends on: (1) The site: some 
organs being more frequently the seat of sensi- 
tive tumors; (2) the histology: in a broad sense 
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epidermoid carcinomas of the skin and mucous 
membrane are sensitive, while adenocarcinoma, 
melanosarcoma, fibrosarcoma and osteogenic 
sarcoma are resistant; (3) the therapeutic test: 
this is the only certain test in many cases. 


The properties of a tumor other than its sen- 
sitivity which influence its curability are: (1) 
The extent of the disease. Metastases are fre- 
quently more resistant than the primary lesion 
and may indicate a generalization beyond the 
limits of any possible adequate radiation; (2) 
the anatomic structure and accessibility to radi- 
ation. Differences in this respect make, for ex- 
ample, carcinoma of the cervix so much more 
favorable than carcinoma of the esophagus. 

When for one reason or another no cure is 
to be attempted and only palliation is desired, 
the plan of attack is entirely different. Instead 
of a maximum rigorous course, just so much 
treatment is given at any one time as to relieve 
the symptoms without harming the patient 
more than is consistent with this result. Carcin- 
oma with metastasis, leukemia and the lympho- 
mas are so handled. 


INCURABLE BY RADIATION 

In an intermediate position are those tumors 
which cannot be cured by radiation, but which 
may be rendered more easily operable. Preoper- 
ative radiation favorably influences Wilm’s 
tumor, and Ewing’s tumor, as well as to lesser 
degree, other tumors of the kidney, carcinoma 
of the bladder and carcinoma of the breast. An 
additional theoretical advantage is sterilization 
of the most active cells, thus diminishing the 
chance of spread at operation. 

The status of postoperative irradiation is too 
involved to warrant a definite stand at this 
time. There is evidently a distinct trend to limit 
routine prophylactic postoperative therapy to 
those cases which are particularly suitable be- 
cause of the youth of the patient, the marked 
sensitivity of the tumor or the incompleteness 
of the operation, Others would do better with 
expectant treatment, reserving radiation against 
definite evidence of recurrence or metastasis. 
This policy preserves the skin and subjacent 
tissues so that the large dose necessary actually 
to treat a metastasis may be safely administered 
when it becomes necessary to do so. It seems 
reasonably certain that the small routine pro- 
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phylactic doses generally employed have little if 
any effect. 
CONCLUSION 
Radiation therapy is a valuable weapon in the 
therapeutic armamentarium and must be admin- 
istered with, at least, average skill and judg- 
ment. It is not like sprinkling tonic on a bald 


head. 





CHILDHOOD TUBERCULOSIS* 


CECIL LORIO, M. D. 
BATON Rouge, LA, 


It is not my purpose to theorize on the sub- 
ject of childhood tuberculosis, but rather to 
present in as concrete a form as possible a 
problem that at the present time threatens our 
American civilization with health disaster and 
retrogression. If human progress is, in any 
manner, commensurable with healthy mind and 
bedy, then it behooves those of us upon whom 
responsibility is thrust, to muster our forces of 
defense against that devastating and dreadful 
white plague, which is threatening our children 
and destroying our youth. 


The history of ancient civilization reveals its 
Egyptian mummies conclusively prove 
its deadly work 1600 years B, C., and Chinese 
historians record thus 
being recognized long before medicine became 
a science. Hippocrates and Galen, in the earli- 
est medical records, gave excellent clinical de- 
Sylvius (1614- 
1672) noted the characteristic symptoms of the 
Each century has borne fruit to fur- 
in 1882 Koch’s epoch- 
making discovery of the tubercle bacillus was 
presented. For 2,000 years the disease was con- 


ravages. 


it six centuries B. C., 


scriptions of advanced cases. 


disease. 
ther knowledge until 


sidered incurable and until recent years heredity 
was regarded as the chief factor. 
gression of medical knowledge in recent years 


The pro- 


has advanced by multiples and today certain 
principles and facts must be accepted without 
question, that is: Tuberculosis is a disease of 
humans and certain animals whose etiology is 
the tubercle bacilli, transmitted to and from man 
regardless of age, sex or color. 


*Read before the Louisiana State Medical Society, 
Monroe, Tuesday, April 27, 1937. 
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For years a constant warfare has been waged 
against tuberculosis and with gratifying results. 
The drop in death rate of all forms of tubercu- 
losis from 213 per 100,000 in 1905 to 76 per 
100,000 in 1929 has stimulated the general pub- 
lic for more complete protection against it. A 
curious paradox of the depression is that ap- 
parently contrary to our previous experience 
and belief the death rate from tuberculosis has 
not risen. It has been preached for years that 
poverty and tuberculosis go hand in hand. Yet 
even after three years of lowered living stand- 
ards from 1930-1933, the tuberculosis death 
rate continued to fall steadily. This mortality 
decrease, however, is in the adult type, where 
the greatest efforts to the eradication of this 
disease have been directed. Heretofore, within 
the past few years, little attention has been di- 
rected towards tuberculosis in children. In view 
of the fact that the majority of cases of tuber- 
culosis in adults is the aftermath of a childhood 
infection, it naturally directs our attention to the 
age when most infections begin, childhood, and 
thereby presents a compelling challenge to the 
medical profession. 


NUMBER OF CASES 

It has been estimated that there are in the 
United States 400,000 tuberculous children and 
850,000 suspected cases with the incidence of 
infection among school children ranging from 
10 per cent to 90 per cent in different cities 
and states depending upon the opportunity for 
exposure to the bacilli, while on the other hand 
the clinically manifest tuberculosis among the 
same group of school children varied from % 
per cent to 3% per cent. Only recently has 
much emphasis been placed on tuberculosis in 
infants and children because of the usual ab- 
sence of the well known characteristic symp- 
toms of the adult type, and consequently it has 
been unrecognized. With the advent of roent- 
gen ray and tuberculin test, great strides have 
been made and today many of the so-called 
minor ailments are found to be the result of 
unrecognized tuberculosis. 


TERMINOLOGY 

Numerous terms have been coined to de- 
scribe childhood tuberculosis, such as juvenile, 
puerile, infantile, tracheobronchial, hilar, pri- 
mary complex, Ghon’s tubercle and others. So 








596 


confusing were these almost synonymous terms 
that the American Sanatorium Association in 
May 1929 adopted a resolution designating the 
term “Childhood Type 
used in describing the diffuse and focal lesions 
in the lungs adjacent tracheobronchial 
nodes that result from a first infection of the 
pulmonary tissue with the tubercle bacillus. 


Tuberculosis” to be 


and 


PATHOGENESIS 
Infants and children for the most part are in- 
fected with tuberculosis from some exogenous 
records of 
birth due 
probably to some pathology of the placenta of 
a tuberculous mother, but 


reveals a few 
tuberculosis at 


source. Literature 


infantile or before 
indeed such cases 
are by far in the minority. 
first 


It is generally con- 
of the child is 
usually received from another infected person 
or carrier by sneezing, coughing, kissing and 
other means of contact. 


ceded that the infection 


These carriers are con- 
stantly showering out the bacilli and by con- 
stant exposure a child becomes infected, When 
the mother is tuberculous the incidence of in- 
fection is higher, and it necessitates removal of 
the child immediately after birth to prevent the 
disease. The bacilli reaches the child for the 
most part through the respiratory and digestive 
system, human and bovine type respectively. 


When the bacilli enter the body many of 
them will be eliminated without finding lodg- 
ment, but after many such exposures they gain 
access to the tissues and the body forces begin 
te react, establishing allergy. This allergy is 
first noted several weeks following the infec- 
tion, which interval is called the pre-allergic 
state, and is not demonstrable by any known 
test. The allergic state or the immune state is 
determined by the use of the tuberculin test. 
This test when positive is a proof that the tu- 
bercular organism is in one’s body and liberat- 
ing substances into the absorptive system, stimu- 
ating an allergic state. Allergy represents a 
hypersensitiveness of the tissues to the tubercu- 
lar bacilli protein, and renders one partially im- 
mune to re-infection. 


This last statement however should be modi- 
fied, because at present there are two schools 
of thought of different opinions. The older, or 
European school, holds that “It is a good thing 
for an adult to have a positive tuberculin test.” 
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This European hypothesis that allery created by 
a first infection means increased resistance 
should, however, be understood to be a relative 
resistance since thousands of people with posi- 
tive tuberculin tests die of tuberculosis. On the 
above assumption of allergy meaning increased 
resistance, they argue against any program of 
tuberculosis control which attempts to eliminate 
the disease, on the theory that if the disease 
were ever re-introduced the population would 
have lost its resistance. The other, a minor school 
of thought, chiefly American, opposes their 
views in that allergy and immunity are entirely 
different and that allergy is definitely harmful. 
In support of this theory Myers gave convinc- 
ing evidence to support it. He found that tu- 
berculin positive children develop adult type 
disease in later years five times as often as 
similar groups of tuberculin negative children. 
He interprets a positive tuberculin reaction as 
double liability, first because of endogenous re- 
infection and second because of allergy, which 
causes destructive types of lesions. Consider- 
ing the opposite views of the American and 
Furopean schools, it should not be forgotten 
that tuberculosis is tuberculosis regardless of 
the age of the patient, and, in finding tubercu- 
losis, the physician should never limit his ex- 
amination to one single method but should use 
every facility at his command. Either of two 
solutions may be used: P.P.D. (purified protein 
derivative) using first 0.000, 0.002 mg. then 
0.005 mg. or old tuberculin in 1 :1000 and 1 :100, 
However, the Committee on Tuberculosis of 
the American Association of School Physicians 
has recently recommended the P.P.D. solution 
as first choice. 


A positive skin tuberculin test is conclusive that 
one is infected with the tubercle bacillus because 
the allergic state could not exist without an in- 
fection being present. However, there is no sharp 
line, irrevocable distinction between tuberculous 
infection and tuberculous disease and it is nec- 
essary to use in conjunction with the tuberculin 
test, the roentgen ray, history and symptoms. 


Statistics prove conclusively that the intra- 
dermal or Mantoux test is the most delicate and 
reliable. In spite of the child’s fear of the 
needle I use it exclusively with my patients, 
reading the reaction at 24, 48 and 72 hours fol- 
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lowing the injection of 0.1 c.c. of solution vary- 
ing the strength with the indication. 
SITE OF INFECTION 

The usual site of infection is the lung and 
hilar glands. The bacilli, lodging in the paren- 
chymatous tissue of the lung, usually at the 
periphery, set up a local reaction forming a 
tubercle. 
very small and become completely encapsulated 
with fibrous tissue with ultimate calcification. 


In favorable cases this may remain 


If resistance is poor the diseased condition may 
spread or the single focus may give rise to 
multiple foci of infection with the involvement 
of large areas of the lung. But, in the ma- 
jority of the cases, fortunately the tubercle be- 
comes well walled off by the protective forces 
of the body, fibrin and calcification and there- 
by remains quiescent, thus protecting its harm- 
ful by-products from the remaining body tissue, 


being known as Ghon’s tubercle. 


In childhood type tuberculosis the hilar glands 
are always secondarily involved, infection travel- 
ing through the lymph channels and thence un- 
dergoing the same pathologic changes as does 
the primary focus to point of calcification. For- 
tunately nature has provided youth with tre- 
resistance to tuberculosis and only 
rarely does the first infection result in serious 
It is thought that the first in- 
fection renders one allergic and partially im- 
mune, thereby more resistant to subsequent in- 


mendous 


consequences. 


fection than one who is non-allergic. Surround- 
ing this principle originated the B. C. G. experi- 
ment of Calmette’s in preventive vaccination 
with attenuated culture of tubercle bacilli. The 
B. C. G. is administered to tuberculin negative 
subjects, orally, subcutaneously or intradermal- 
lv to create an allergic state or tuberculin posi- 
tive reaction. Many favorable results are re- 
ported here and abroad but the material is not 
Unlike 


tuberculosis 


sufficiently perfected for general use. 
adult tuberculosis type 
may present few or no outstanding diagnostic 


childhood 


The tuberculin test demon- 
strates the occurrence of tuberculous infection 


symptoms or signs. 


and the roentgen ray examination in many in- 
stances defines the anatomic extent and severity 
of the lesion. At times, much to the physician's 
chagrin, these two diagnostic aides 
vealed the widespread occurrence of grave tu- 


have re- 
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berculous infection in children who were well 
nourished, symptomless and apparently in good 
health. 


SYMPTOMS AND ROENTGEN RAY FINDINGS 


The symptoms most commonly noted are: 
Undue fatigue, temperature, cough, pleurisy 
with effusion, nervousness, lack of appetite, 
frequent colds and lassitude. Physical 
are nearly always lacking. Although one, two 
or more symptoms may be present, it must be 
noted that a child may harbor a severe tuber- 
culosis with normal weight and none of the 
above symptoms. It is therefore incumbent upon 
the doctor to make a diagnosis from the tuber- 


culin test and the roentgen ray in the absence 


signs 


of symptoms and to compile a list of symptoms 
to be used as accessory diagnostic data, should 
there be a border line case. 


As previously mentioned, the roentgen ray is 
of paramount importance for without it a posi- 
tive diagnosis cannot be made. The reading of 
a roentgenogram should be done only by one 
who is competent and also familiar with the 
appearance of many chest films and who uses 
extreme caution in search of the intricate de- 
tails. Together with a chest plate he should be 
supplied with complete history as well as the 
tuberculin test results, for without the coopera- 
tion of the physician it is often impossible for 
him to give a fair and unbiased evaluation. 

TYPE OF LESIONS 

The lesions of childhood tuberculosis (Mc- 

Phedran) may be grouped as follows: 


(1). Focal, caseous or calcification: Ghon’s 
tubercle associated with lymph node 
involvement. 

(2). Consolidation of a lobe or wedge, pro- 
gressive or unstable, associated with 
lymph node involvement, 

(3). Consolidation of a lobe or wedge, re- 

trogressive and benign sometime lymph 

node seen. 

Diffuse with 

node in- 


(4). tuberculous infiltration 


associated tracheobronchial 


volvement. 


un 
— 


Miliary tuberculosis, chiefly in in- 
fants with associated caseous nodes. 

(6). Tracheobronchial lymph nodes, uncalci- 
fied, with associated but not demon- 


strable lesions. 
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(7). Tracheobronchial lymph nodes, calci- 
fied, with associated lung involvement 
which may be obscure. 

(8). Adult type apical infiltration of chil- 
dren and adolescents with associated 
lymph node involvement. 


Childhood tuberculosis is that type which re- 
sults from a primary infection, usually occur- 
ring in children, and involves the parenchyma 
of the lung with associated tracheobronchial 
lymph node involvement. This tends to calcify, 
leaving trivial or no scars except for the foci 
of infection. The lymph nodes may form a 
large mass. Occasionally the tubercular process 
in time may penetrate the capsule and invade 
the surrounding tissue or break through into 
a bronchus and the caseated material may be 
aspirated into the lower parts of the lungs, 
setting up a new area of infection. However, 
these primary infections tend to calcify within 
a relatively short time. The prognosis is usu- 
ally very favorable. This is indeed a contrast 
to the adult type which results from a continual 
or re-infection. It occurs chiefly in adults, 
with localization usually in the upper third of 
lung. It is not commonly associated with 
tracheobronchial lymph node involvement but 
has a tendency for the caseous lesions to form 
cavities and on receding to produce fibrous 
tissue scar. The prognosis of the adult type, 
when found in children, is very unfavorable. 


Even though the pulmonary tissue is the 
usual battle ground of tuberculosis, it some- 
times happens, through lack of body force 
resistance or inadequacy of the lymph node 
filters, that the bacilli enter the blood and 
lymph channels and are conveyed to other parts 
of the body. Thus, there are the complicating 
and often fatal types, as of the peritoneum, men- 
inges, joint, bone or whatever organ may be 
involved. Other than these complications, the 
childhood type of tuberculosis should not and 
is not considered with the dread and fear as 
that of other forms resulting from a re-infec- 
tion. The first infection usually subsides with 
ordinary care and treatment directed towards 
well being and general resistance of the child. 
However, with renewed or continual re-infec- 
tion the adolescents and young adults, after 
fruitless attempts to scale the wall, with broken 


spirit and bent bodies take on the hectic flush 
and pass from this stage of life with no reward 
for their hard-fought battle. 


SUMMARY 

In view of the fact that most of the deaths 
occur between the age of 15 and 45 and that 
these are mostly the result of re-infection and 
unhealed processes and because the adult car- 
riers are the common source of infection to 
children, is it not the physicians’ duty to protect 
the oncoming generation by prevention, early 
diagnosis and adequate treatment and thereby 
reduce the mortality? In a last word message 
to the general practitioner Osler said: “The 
leadership of battle against this scourge is in 
your hands. Much has been done, much 
remains to do. By early diagnosis and prompt 
symptomatic treatment of individual cases, by 
striving in every possible way to improve the 
social conditions of the poor, by joining actively 
in the work of local and national anti-tubercular 
societies, you can help in the most important 
and the most hopeful campaign ever undertaken 
by the profession.” 


DISCUSSION 

Dr. E. A. Socola (New Orleans): There are three 
points in Dr. Lorio’s paper that I think should be 
stressed. First, is the character of primary infec- 
tion in childhood tuberculosis, whether the first 
infection constitutes a point of advantage or dis- 
advantage in racial immunity. I agree with Dr. 
Lorio that it is a disadvantage, that it constitutes 
a hazard to the individual so affected; that is, 
that it far outweighs the advantage of racial im- 
munity so confirmed. 


Secondly, the primary infection of tuberculosis 
is found not only in the lungs and in the tracheo- 
bronchial glands, but also often can be demon- 
strated in other tissues at autopsy, such as the 
bone marrow, kidneys, adrenals, brain and lymph 
nodes. The importance of this dissemination of 
the primary infection lies in the fact that it pre- 
pares the way for the development of this disease 
in the tissues away from the lungs, such as tuber- 
culous meningitis and osteomyelitis, and the latter 
may develop when the infection appears dormant, 
apparently inactive, or cured in the lungs. 

The third point I should like to bring out is the 
question of preventoria and some accounts of chil- 
dren with first infection. It is the consensus of 
opinion today that these are unnecessary. 

Dr. C. J. Bloom (New Orleans): There are a 
few points I should like to stress in relation to 
this disease in the child. For many years I have 
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been using the so-called d’espine’s sign, which I 
have found to be of great advantage, realizing that 
in the child, especially the infant, the antero- 
posterior diameter of the chest is relatively small 
and there is usually a hyperplasia of the glands 
of the chest. One can realize therefore that the 
slightest infection of the glands of the chest would 
give an early sign, which perhaps would not be 
true in the adult. If that is true we can readily 
realize that if the stethoscope is placed parallel 
to the vertebra and one listens carefully beyond 
the seventh cervical in the infant and beyond the 
second dorsal in the older child, bronchial breath- 
ing and whispered sounds can be detected and 
must be accepted as a positive d’Espine’s sign. If 
there is a positive d’Espine’s sign, it need not 
incriminate tuberculosis, but at least it will tell 
us that there is a hyperplasia of these glands. 
If there is a hyperplasia of these glands, we must 
offhand eliminate the unusual glandular involve- 
ments, such as Hodgkin’s disease, blood dyscrasias, 
sarcoma, and syphilis. After we have eliminated 
the unusual hyperplasias, then we must make a 
differential diagnosis between the tuberculous and 
non-tuberculous adenopathies of the chest. 


Fortunately for us, these different types sub- 
divide themselves into groups according to symp- 
toms. We might have the type of child who, for 
no reason at all, has a periodic elevation of tem- 
perature and a secondary anemia. There is a 
second type that has a cough, which simulates 
whooping cough. There is a third type that has a 
recurring bronchitic cough, and a fourth type that 
has a recurring asthmatic cough. Any one of these 
four groups might, on the one hand, be tuberculosis 
and, on the other hand, be a non-tuberculous 
adenopathy of the chest. 


Dr. Lorio mentioned Ghon’s tubercle. I do not 
know of any book that has helped me more than 
a book I purchased about fifteen years ago called 
“Ghon’s Childhood Tuberculosis,” which is based 
on postmortem findings alone. If for no reason 
other than the law which I read in the introduc- 
tion, the book would have paid for the purchase 
of it. There is a law in the introduction, Parrat’s 
law, which states that there is never tuberculosis 
in any part of the body without there being pri- 
marily a tuberculous infection of the glands of that 
part. That is the reason I have brought to your 
attention the question of d’Espine’s sign. 

Lastly, there is the question of contact. Recently, 
in my practice I have found that although the 
parents anticipate the birth of their children by 
selecting obstetricians, pediatricians and the pur- 
chase of Frigidaires, the seeking of certified milk 
and the building of a special dormitory room for 
their children, the most important part of the 
child’s consideration has been omitted, namely, the 
medical examination of the one who is to take care 
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of a particular child. I could name specific in- 
stances of well-to-do people who have nurses, who 
have tuberculosis and other diseases, for their 
children. At this time I have several cases of 
scrofula. Dr. Bernhard happens to know one of 
them, where he helped me considerably in diag- 
nosing tuberculosis in a nurse who was caring for 
a particular child. We must have the servants, 
who come in contact with our children daily, phy- 
sically examined. 


Dr. P. R. Gilmer, (Shreveport): The Society has 
an unusual privilege of a guest who is visiting me, 
who is internationally known for his researches in 
tuberculosis, and I would ask the privilege of the 
Society to allow Dr. S. A. Petroff, who has spent 
many years of his life in the Trudeau Sanatorium 
studying tuberculosis, a few minutes to speak on 
this very important subject. 

Dr. S. A. Petroff: I was struck by the remark: 
“The general purpose of the paper is to show need 
of protection for children.” 

I have spent twenty-five years in studying tuber- 
culosis, especially with reference to immunizing 
young babies or children against tuberculosis. 
Some of you know the controversy I got into with 
the Pasteur Institute and Professor Calmette on 
vaccination. I was in Paris in 1928 and also in 
1930 before the League of Nations, trying to stop 
the adaptation of Calmette’s method of vaccinating 
babies. I have worked for a number of years 
immunizing babies to help them kill tubercle 
bacilli. Dr. E. A. Park, at Hopkins, is still con- 
tinuing this experiment. 

The problem of tuberculosis is still in your 
hands. Sociologists have done a great deal, but 
the problem is still in the physicians’ hands. There 
is no question that children are still infected with 
tubercle bacillus. Living conditions are much bet- 
ter. We know a little more about contact infec- 
tions and are able to prevent the widespread of 
the disease, and we diagnose the condition earlier. 

All of you know that if it is a small infection, 
at proper intervals that child will develop partial 
immunity. I do not believe there is a racial im- 
munity today. I think there is a proper spacing 
between dosages of infection. Still I am not con- 
vinced that infection with living organisms can 
protect human beings, because it is like a three- 
inch sword. We may have protection and at the 
same time we may have complete dissemination of 
a few organisms that are in the body, and we have 
the disease tuberculosis. 

I personally have changed my views in the last 
ten years, and I believe that allergy due to the 
living tubercle bacilli is not essential to produce 
a proper immunity in the human race. I would 
like to see absolute eradication of the tubercle 
bacillus, because of infection in children. 

I think the whole work of tuberculosis still rests 
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in the physicians’ hands. If anybody comes to the 
office with a persistent cough, look for the tubercle 
bacillus. If you find tuberculosis in that man, 
examine the whole family. 

I find Louisiana is doing very little for tubercu- 
losis, and I am sorry to say that Louisiana is far 
behind most of the other states. Think of a large 
town like Shreveport having only 100 beds for 
tuberculosis. I think you ought to do something 
about providing more beds and doing more work in 
tuberculosis. 

Dr. R. A. Brown (Montgomery, Ala.): I am very 
much interested in the problem of childhood tuber- 
culosis as it affects our generalized health pro- 
grams. Dr. Lorio has shown that the problem of 
childhood tuberculosis presents one approach to 
tuberculosis control, but two points in this regard 
should be stressed. Firstly, with infection being so 
widespread we must reduce the problem to a prac- 
tical consideration if progress is to be made. Open 
sources of infection must be recognized and closed 
to prevent the further development of childhood 
tuberculosis. Adult case finding on a large scale 
is called for. 


Secondly, the expenditure of tax monies for the 
operation of preventoria should be carefully evalu- 
ated. Dr. Myers and others associated with the 
Lymanhurst School for Tuberculosis have shown 
that the preventorium does not necessarily build 
up a lasting resistance in children to tuberculosis. 
Where so little is being spent for the hospitaliza- 
tion of open cases of tuberculosis we are not justi- 
fied in spending public funds in this way. Break- 
ing of contact is the main objective in preventing 
childhood infection and its more serious sequelae. 


In diagnosing childhood tuberculosis the import- 
ance of the oblique film should be stressed. Lesions 
of the tracheobronchial glands are best shown in 
this way. The cost is increased by this procedure, 
but oblique films are well worth the added cost. 


I would like to “Amen” the statement made that 
nursemaids and those in close association with our 
children should be studied for tuberculosis. State 
clinic facilities will soon be available for this work 
and it is hoped that the physicians will make full 
use of the clinic in this respect. 


Dr. C. M. Jarrell (Alexandria): We have had 


outlined the various stages and phases of the 


disease, and the symptoms were eminently describ- 
ed by Dr. Bloom. When we learn all this, we want 
to know what to do. I believe the watchword 
should be put in the mouth of every man, woman 
and child in every home in the nation in a prophy- 
lactic way, how tuberculosis is acquired. Natur- 
ally, the younger the individual, the more easily 
is he infected. The two day old child is more sus- 
ceptible than the two year old chiid. 


In Alexandria I had some first-hand information 


on some little children. I was satisfied where the 
infection came from in tracing the foci. When 
they demolished the old Veterans’ Hospital down 
there, one of the workmen who was helping to tear 
down the buildings saw some dominoes that the 
tuberculosis patients amused themselves with, and 
he thought they would be excellent for his chil- 
dren to play with. He gathered up a lot of them 
and carried them over to his home. 

In a few months, what happened? The older of 
his two children developed acute miliary tuber- 
culosis. Fortunately, or unfortunately, I did not 
lose this child, but I treated it just a few weeks 
before it died, and I think another doctor wound 
up with it. The main point is to put that watch- 
word into the mouth of every man, woman and 
child in the world. 

The health doctor, I believe, brought out the 
importance of contact. You cannot do anything 
with this child with tuberculosis, as long as you 
have a contact within the home. If one of the 
parents has it, you must check and remove the 
exposure of that parent or child before you expect 
to get anywhere with that child. 


Dr. H. R. Unsworth (New Orleans): It has been 
my feeling that often pediatricians too quickly 
remove an infant from breast feeding. There is a 
possibility that substituting a faulty artificial feed- 
ing on occasions not alone predisposes the infant 
to tuberculous lesions, but accounts for nutritional 
disorders of the central nervous system in children. 
That it is imperative to remove an infant from 
the breast in a tuberculous mother, I, of course, 
understand. 


Dr. Cecil O. Lorio, (In conclusion): I think the 
most important thing concerning the diagnosis of 
tuberculosis is the tuberculin test and the roentgen 
ray, and I might lay stress again on the roentgen 
ray. I am not capable of reading a roentgen ray 
plate to the satisfaction that one should be read 
when looking for tuberculosis in a child or an 
adult. I do not think the average man here is 
capable of it. I think the roentgen ray man should 
be competent, and one picture should not be con- 
clusive as to the final diagnosis of tuberculosis. 


Contact in the home is probably the most com- 
mon cause of childhood tuberculosis. The organi- 
zation of sanatoria, expensive or not expensive, I 
think, is minor as compared to the procedure of 
case findings. The Anti-Tuberculosis League, in put- 
ting on the case-finding campaign, will do more 
with the doctors and with tuberculosis than any 
sanatorium for children could ever do. 

I am glad Dr. Petroff did not disagree with me 
in his opinion as to the allergy and immunity 
formed by the first infection. 

Another thing is that if a child under six months 
of age has tuberculosis, the prognosis is very bad 
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If the contact is from someone outside 


anyway. 
the family, certainly I do not see why the child 


should be removed from the breast, because we 
accept breast milk as best, as containing the most 
immune bodies, and so forth. If the mother has 
tuberculosis, I think definitely the child should be 
taken from the breast. 





THE TREATMENT OF SCHIZOPHRENIC 
REACTIONS WITH METRAZOLF 
A PRELIMINARY REPORT 


T. A. WATTERS, M.D., 
GRACE A. GOLDSMITH, M.D., 
and 
L. A. GOLDEN, M.D. 

NEw ORLEANS 


New and potent therapeutic procedures have 
been developed in the past few years in the 
One 
of these is the induction of convulsive attacks 
by the administration of metrazol. 


management of schizophrenic reactions. 


The rationale of this type of therapy rests on 
the premise that there is a biologic antagonism 
between the reactions of epilepsy and schizo- 
phrenia. In 1929 Nyiro and Jablonsky' observ- 
ed that in patients with epilepsy who developed 
schizophrenic reactions, the convulsions became 
infrequent and often disappeared. Steiner and 
Straus! in a study of 6,000 schizophrenic patients 
observed that epileptiform convulsions were ex- 
tremely rare. Muller’ in 1930 reported two 
cases of catatonia which recovered after spon- 
As a result of 
observations, 


taneous epileptic convulsions. 


these and _ his Meduna! 
evolved the method of treating the schizophrenic 
reactions by producing convulsive seizures, his 
first work being published in 1934. He origin- 
ally used camphor as the convulsant drug and 
later pentamethylene tetrazol (also designated 


cardiozol or metrazol). 


own 


Experimentally this 
drug has been found to stimulate the vasomotor 
and respiratory centers in normal animals and 
has been used clinically in small doses as a cir- 
culatory and respiratory stimulant. In 1937 
Meduna reported the results in a series of 110 
schizophrenic reactions in which the duration of 
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the disorder varied from six months to over 
five years. Remissions were obtained in 54 
A few isolated reports of other workers 
have appeared in the German and Italian litera- 
ture. 


cases, 


Finiefs,? in England, has recently used 
this method with fairly good results, and Gillies* 
of the same country has recorded some prelim- 
In the United States there 
are few reports as yet of this method of treat- 
ment. 


inary observations. 


Friedman‘ is using both camphor and 
metrazol and has reported the results in 20 
unselected patients, 15 showing sufficient im- 
provement to be returned to their previous 
environment. At a recent meeting of the Cen- 
tral Neuropsychiatric Association good results 
were reported by Low and his co-workers both 
in the use of metrazol and of insulin shock ther- 
apy, as compared to methods which were used 
previously in the treatment of “non-organic” 
psychoses. 
TECHNIC 

The method, as it is being used by us, con- 
sists in the injection intravenously of a 10 per 
cent solution of metrazol, the initial dose select- 
ed being 5 c.c. This is injected as rapidly as 
possible into an antecubital vein, using a large 
bore needle (as a rule a No. 19 needle is satis- 
factory). It is advisable to see that the patient’s 
bowels have moved prior to an injection and to 
give metrazol when the stomach is empty. If 
the initial dose (5c.c.) fails to produce a grand 
mal attack, it is gradually increased. When a 
convulsive seizure is obtained the dose is main- 
tained as long as the desired reaction ensues. 
The maximum dose which may be given safely 
is 14 to 16 cc. The lethal dose is 20 to 40 c.c. 
The injections are given every other day or 
every third day, depending upon the character 
and degree of the reaction. Meduna gives a 
series of 15 to 20 grand mal attacks regardless 
of the response of the patient, or else after 
improvement is apparent three additional con- 
vulsive seizures. During the treatment no 
sedatives are given to the patient and sodium 
bicarbonate is prescribed in sufficient amounts 
to keep the urine alkaline. It is thought an 
alkaline reaction of the tissues facilitates the 
effect of the drug. 


EFFECT OF DRUG 
Almost immediately after the intravenous in- 
jection of metrazol (within 10 seconds) a grand 
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or petit mal seizure ensues. The grand mal at- 
tack may be initiated by acute anxiety, amaze- 
ment, spitting, coughing, sniffling, or aura of 
an olfactory or gustatory nature; the pa- 
tient may sit up in bed and wave the 
arms. The tonic phase follows, and is usually 
initiated by an opening of the jaws, at which 
time a soft mouth gag should be inserted and 
the angles of the mandible held forward by the 
attendant. The clonic phase lasts about a min- 
ute, is often quite severe, and is followed by 
relaxation. At times there is incontinence, and 
often immediately after the cloric phase auto- 
matic movements occur, which last for a few 
minutes up to an hour. These may consist of 
waving the arms, making attempts to get out of 
the bed, fear, shouting or screaming, or erotic 
movements. A post epileptic confusional state 
may occur, which will last for several hours. 
The first attack which the patient has usually 
sets the pattern for the subsequent seizures. In 
a petit mal attack there may be tremor, sitting 
up in bed, staring, movements of the arms or 
legs, fear and often unpleasant hallucinations. 
During the convulsion the patient should not be 
restrained but merely protected from injury. 
There have been no deaths reported in several 
thousand convulsions and the only complications 
have been dislocation of the jaw or shoulder in 
a few instances, nausea and vomiting, and tran- 
sitory tachycardia. As a precautionary meas- 
ure, chloroform, sodium amytal, adrenalin and 
digalen are kept ready for use at the time of the 
induction of the seizure, 
TYPE OF CASE 

If therapy with metrazol is to be undertaken, 
a careful selection of patients is essential. The 
individual should be young, the oldest so far 
recorded being 46 years of age. He must be 
in good physical condition and without evidence 
of impairment of the cardiovascular or renal 
apparatus. Complete laboratory studies are 
made on each patient, including urinalysis, blood 
count, blood chemistry (urea and sugar) and 
frequently a roentgen ray of the chest and an 
electrocardiogram. Contraindications are acute 
febrile illness, menstruation, a decompensating 
cardiovascular mechanism, diabetes, syphilis, 
renal diseases, anemia, cachexia, or the history 
of a previous intracranial injury which was as- 
sociated with unconsciousness. 


WATTERS, ET AL.—Schizophrenic Reactions 


PROGNOSIS 

The prognosis according to Meduna depends 
upon the duration of the illness, being better in 
cases of less than six months’ duration. He 
reported improvement in 96 per cent of the in- 
dividuals who were treated within a year after 
the development of a schizophrenic reaction. 
He also states that the likelihood of cure is in 
proportion to the patient’s likelihood of convul- 
Friedman and the English writers be- 
lieve that the stuporous and catatonic patients 
show the best response. In a discussion of the 
reason for the therapeutic effects of convulsive 
seizures, Meduna states that it may be the 
shock effect of the convulsion but favors the 
hypothesis that it is due to a change in the 
chemical constitution of the organism. Gillies 
suggests that the results may be due to non- 
specific stimulation of cerebral cells. Fried- 
man’s hypothesis is that the beneficial effect 
may be due to a breakdown of functional bar- 
riers to proper nutritional assimilation or utili- 
zation in the brain. 

These various hypotheses all have as their 
fundamental foundation a physiologic or bio- 
chemical conception. One of the authors 
(Watters) feels that a consideration of the 
effect of the treatment on the psychobiologic 
functions, should be included in formulating an 
explanation of the therapeutic results. He be- 
lieves that by resorting to a sudden severe phy- 
siologic reaction which challenges the instincts 
of preservation and the more fundamental pro- 
cesses of life, the patient is diverted from his 
abnormal processes of thought and his egocen- 
tric trends. The result is the reappearance of 
more normal methods of adaptation which were 
formerly used by that individual in adjusting to 
his environment. 


sions. 


CASE REPORT 

The following case is presented because of 
the typical reactions which occurred following 
the injection of metrazol and because of the 
marked improvement which was shown. 

The patient is an unmarried woman of 31 years 
of age, whose illness began rather acutely in June, 
1937, four months prior to her admission to the 
clinic. Her previous history revealed that she had 
an eighth grade education and worked satisfactor- 
ily as a saleslady for ten years. She was reared by 
a maternal aunt, as her mother died when she 
was a small child. Although rather shy and sub- 
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missive, with a paucity of interests and ambition, 
she had numerous friends and normal church and 
environmental contacts. Five years ago she had 
an unhappy love affair. Shortly before the onset 
of her present illness she had her fortune told at 
ecards during which she was stirred by the sugges- 
tion that a death would occur in the family. An 
interesting notation is that the patient’s mother 
spent four months in a mental hospital at the age 
of 21. The present illness began abruptly when the 
patient was found wandering about at her work cry- 
ing and bewildered. Thereafter she appeared to be 
puzzled and perplexed. She became seclusive, fear- 
ful, and showed numerous ideas of reference. Her 
thinking and reading were preoccupied with crime, 
and she had numerous persecutory delusions. There 
were auditory hallucinations, a sensation of “elec- 
tric shocks” passing through her body, and pas- 
sivity feelings. She received special messages over 
the radio and felt that she was forced to do things 
against her will. Attimes she was mute and refused 
to eat. She attempted suicide on four occasions 
“to save her family.” The mental status examina- 
tion in October 1937 showed apathy, lack of spon- 
taneous speech and movement, and a staring, 
rather expressionless facies. The patient frequently 
talked to herself and was obviously hallucinating. 
At times she exhibited fear and apprehension. 
Blocking and negativism were present and flexi- 
bilitas cereas could be demonstrated. Unsystema- 
tized delusions and passivity feelings were elicited, 
although it was difficult to obtain much of her 
content. The sensorium was clear. Physical ex- 
amination, including a complete neurologic check- 
up, revealed no abnormal findings, and laboratory 
tests showed no deviation from the normal. 


The patient was hospitalized and treatment with 
metrazol was instituted. The seizures which occur- 
red within five to ten seconds after injection of the 
drug were characterized by movements of the lips 
as if tasting something, a tonic and a clonic phase 
with marked retraction of the head, movements of 
the facial muscles as well as the arms and legs, 
lasting about a minute, and followed by automatic 
movements of champing and chewing, staring, 
apprehension, and sitting up in bed. Confusion 
lasted from one to several hours. After the first 
grand mal attack she seemed slightly improved, 
more in touch with her environment, less fearful, 
and to be having fewer hallucinations. After the 
second major convulsive seizure the patient’s con- 
dition completely changed. She was a different 
individual, the only abnormal findings on mental 
status examination being a few ideas of reference, 
which disappeared with the third grand mal attack, 
at which time she showed slight overaffectivity. 
In all she had twelve major seizures. At the pres- 
ent time there are no abnormalities of behavior, 
stream of talk, affect, content or sensorium that 


can be elicited. Although the final outcome in this 
individual cannot be predicted, the improvement is 
remarkable, and the prognosis would appear to be 
be excellent. She will, however, be followed in the 
out patient clinic for an indefinite period of time. 


In an endeavor to understand better the 
physiology associated with convulsions produced 
by metrazol, the blood pressure was measured 
before the injection of the drug, in the interval 
before the onset of the seizure, directly after 
the attack, and after 10 minutes had elapsed. 
The blood pressure prior to injection varied 
considerably, measuring in millimeters of mer- 
cury from 100 to 140 systolic and 80 to 96 
diastolic. In the interval before the onset of 
convulsions the systolic blood pressure was 
either unchanged or increased about 10 mm. 
of mercury. Directly after the seizure the 
blood pressure was markedly increased, measur- 
ing in millimeters of mercury from 175 to 
200 systolic and from 98 to 120 diastolic. 
At the end of 10 minutes both the sys- 
tolic and diastolic pressures approached the 
level found prior to injection. On one occasion 
when the patient had a petit mal attack after the 
administration of metrazol the blood pressure 
dropped from 132 mm. systolic and 82 mm. 
diastolic to 92 mm, systolic and 58 mm. dias- 
tolic. Marked pallor of the skin which might 
be indicative of vasospastic phenomena has been 
observed only once preceding a major con- 
vulsive attack. On several occasions, usually 
during the minor episodes, marked flushing and 
hyperemia of the face and neck were evident. 
Although this data is interesting it fails to offer 
an obvious physologic explanation of the con- 
vulsive attack. 

The treatment of schizophrenic reactions 
with metrazol is still in the experimental stage, 
and a word of caution seems advisable in regard 
to the danger of the use of this method by those 
without experience in the psychiatric field. It 
is essential that the individuals who are to re- 
ceive this form of therapy be carefully selected, 
both from a physical and psychiatric standpoint. 
The reactions of the patients to treatment must 
be critically observed and it requires a nicety 
of judgment growing out of well organized 
knowledge of psychiatry to determine the details 
of management as treatment progresses. The 
method is advantageous as compared to the in- 
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sulin or hypoglycemic shock therapy because of 
ease in administration, the fact that the degree 
of the reaction can be gauged by the careful ad- 
ministration of the drug, and because there is 
not the necessity for an elaborate set up or per- 
sonnel. In addition, up to the present time no 
fatalities have been reported. The method is 


admittedly an heroic one and a trial over a 
period of years under carefully controlled con- 
ditions will be necessary before final evaluation 
can be reached. It apparently holds consider- 
able promise, however, as a means of combating 


the problem of the schizophrenic reaction. 


SUMMARY 


In summary, the treatment of schizophrenic 
reactions by means of convulsive seizures in- 
duced by the administration of metrazol has 
been outlined. A case is reported of an indi- 
vidual with a schizophrenic reaction who has 
remarkable 
treatment. 


under this 
Therapy with metrazol offers in- 


shown improvement 
teresting opportunities for further investigation 
and engenders a hopeful outlook in a hitherto 
rather discouraging field of therapeusis. 
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ABDOMINAL CESAREAN SECTION 


W. F. GUERRIERO, M. D.* 
Monroe, LA. 


Recently Reddoch and Howell published a 
report covering nine years from 1927 through 
1935 at Charity Hospital, New Orleans, Loui- 
siana. This was a detailed statistical report and 
brought forth much interesting information. 
Since I believe every institution should take 
stock more or less to see if it could itself be 


*From the St. Francis Sanitarium, Monroe, Loui- 
siana. 
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materially improved, I have prepared a review 
of abdominal cesarean sections from one of the 
large northern Louisiana hospitals. 


In this review the period of 1930 through 
1934 was selected as a beginning five year 
period. It is to be hoped that henceforth a re- 
view of such a nature as this will be prepared 
at each five year interval. Believing, as stated, 
in the completeness of Reddoch and Howell’s 
review, I have followed their outline except in 
one or two places. 


During this period there were 50 abdominal 
cesarean sections performed by different mem- 
bers of a staff of 42 men, the majority of 
whom do general practice. 








TABLE I. INCIDENCE OF SECTIONS 
Total Percentage 

Year deliveries Sections Recoveries incidence 
1930 187 6 5 3.2 

1931 195 9 9 4.6 

1932 180 12 11 6,6 

1933 165 16 14 9.5 

1934 206 7 6 3.7 

Total 933 50 45 5.36 





In Table I, the incidence of sections by years 
with the results accomplished are shown. It is 
noted that in all except two years, 1932 and 
1933, the incidence by years is practically the 
same. Why the predominance of sections with 
a lower delivery rate in these years cannot be 
fully explained. A total of 933 deliveries with 
50 sections during this five year period is noted, 
which gives an incidence of 5.36 per cent. There 
was a mortality rate of 10 per cent for this 
period. A word concerning this is needed. In 
this institution a number of charity beds are 
maintained and some of these deaths might 
have been avoided had these patients received 
proper prenatal care before entering the hos- 
pital practically on their death bed. Of course, 
it is to be recognized that this occurs in all in- 
stitutions and alters a favorable report consid- 
erably. At present in Monroe there has been 
established a Maternity Welfare Clinic where 
proper prenatal care might be obtained and 
sections which are elective anticipated. 


Table II shows the indications by years di- 
vided into multiparas and primiparas. As is 
the usual case, contracted pelvis is the chief in- 
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TABLE II. INDICATIONS 


1930 1931 1932 1933 1934 Total 
MPMPMPMPMP M P 


Indications 


Contracted pelvis 221203 35 02 6 14 
Toxemia 00 05 01 02 02 0 10 
Fibroids 00003110100 21 2 
Placenta previa 0@ 00 @0e011302 1 3 
Hypertension and 

nephritis 0010200000 3 0 
Persistent occiput 

posterior 0000100100 21 1 
Prolapsed cord 0100 00 00 00 1 
Disproportion of fetus 00 00 02 00 00 0 2 
Vaginal stricture 0000 010000 0 1 
Heart disease 00 00000100 0 41 
Cervical stenosis 0100000000 0 41 
Hyperemesis gravidarum 00 00 000001 0 1 
Gangrene vulva 0000000100 0 it1 





dication, with toxemia second. The remainder 
are scattered. There is seen to be a total of 
12 multiparas and 38 primiparas. Of these 12 
multiparas only three had sections before and 
these for contracted pelvis. Poor past histories 
prevent any further elucidation on this point. 
The majority of patients had some trial of la- 
bor and in only three instances was elective 
section performed in the contracted pelvis group. 





TABLE III. TYPE OF SECTION 


Year Classical Low Porro 
1930 1 4 1 
1931 2 7 0 
1932 1 10 1 
1933 1 15 0 
1934 0 7 0 


Total 5 43 2 





Table III elucidates the type of section per- 
formed with a marked predominance of low 
sections. It is possibly this that prevented a 
higher mortality rate in the face of obvious in- 
fection in many cases. Of the five classical 
sections, three were for contracted pelvis with 
two being primiparas and one multipara who 
had a previous classical section. Of the remain- 
ing two classical, one was for toxemia and one 
for gangrene of the vulva following Bartholin’s 
abscess, both being primiparas. Both Porro 
sections were primiparas, one for fibroids and 
one for disproportion of fetus (hydrocephalus) 
with ruptured uterus. 


In Table IV, maternal mortality is shown 
with a short abstract of each fatal case. As 
mentioned, a 10 per cent mortality prevailed. Of 
the five fatalities two were operative deaths, 
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two non-operative and one cause unknown. 
Four were primiparas and one multipara, 
gravida VII, para VI, Peritonitis was the cause 
of death in both operative cases following low 
sections. One of these patients was in labor 
72 hours with frequent examinations, ruptured 
membranes and temperature 102.5° at the time 
of section. The other was a case of toxemia 
with peritonitis developing after drainage of 
a cul-de-sac abscess. 


In the non-operative cases the multipara ex- 





TABLE IV. MATERNAL MORTALITY— 
TYPE OF SECTION 


Year Total Recovered Description of fatal cases 


1930 6 5 Operative death; peritonitis; 
primipara; contracted pelvis; 
low-labor 72 hours, membranes 
ruptured ; temp. 102.5 at opera- 
tion, expired in 72 hours after 
a stormy course with disten- 
sion, fever 106°. 

1931 


° 
© 


1932 12 11 Non-operative death; hyperten- 
sion; nephritis; multipara 
grava VIII, para VI; low. Full 
term decompensated on admis- 
sion. Compensated for two 
weeks, then section. Expired 
in 72 hours. 


Operative death; cul-de-sac 
abscess and peritonitis; primi- 
para; toxemia. B.P. 170/116, 
albumen 14 per cent, one con- 
vulsion, conservative care fol- 
lowed by section. Developed 
cul-de-sac abscess and periton- 
itis; expired 14 days postoper- 
atively; twins. 


Non-operative; gangrene vulva; 

primipara seven and a half 

months; low section. Died sec- 

ond day of extensive gangrene. 
1934 7 6 Unknown death; primipara; 
contracted pelvis; in labor 36 
hours, low section, died sud- 
denly 24 hours later. 





pired a heart death and the primipara from the 
extensive gangrene. The unknown death was 
a colored primipara who weighed 300 pounds 
and was in labor 36 hours prior to admission 
and expired 24 hours after a low section. 


A careful analysis of these cases shows that 
possibly with good prenatal care at least three 
of these patients might have survived. 
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I have neglected to include a table of mor- 
bidity because if the standard rule of morbidity, 
that is, temperature above 100.4° for any period, 
is considered only seven cases or 1.5 per cent 
were afebrile. However, not many of the feb- 
rile cases were septic. A febrile course is ex- 
pected with the majority of sections following 
long labors. 





TABLE V—FETAL MORTALITY 


Year Living Still- Died Cause 
born 

1930 5 1 0 Prolapsed cord. 

1931 7 1 1 Large thymus (stillbirth) 
six months, premature. 

1932 12 0 0 

1933 15 1 1 Died two hours after deliv- 
ery, mother had heart disease. 
Unknown, stillbirth. 

1934 6 0 1 Died three hours after deliv- 
ery, unknown. 

Total 45 3 3 





In Table V, a summary of fetal mortality is 
presented as to years. Three stillbirths and three 
dea:hs are reported, giving a mortality of six 
infants in 51 or 11.11 per cent. One case of 
twins survived. A total of 45 infants were dis- 
charged from the hospital in good condition or 


The 
stillbirths consisted of one following a prolapsed 


an incidence of 88 per cent living babies. 


cord and two premature (one with large thy- 
mus). Of the infants who died after birth two 
were ascribed to unknown causes and one to 


prematurity. 
SUMMARY 

1. A review of 50 sections over a period of 
five years with a mortality of 10 per cent is 
presented. 

2. <A predominance of low sections is shown 
to have possibly prevented a higher mortality. 

3. <A lower mortality rate might have pre- 
vailed had proper prenatal care with expectant 
section been given. 

4. Porro section in two patients was possibly 
a means of maintaining a low mortality rate. 

5. With good prenatal care, the proper care 
at delivery and continuation of the low section 
a lowered mortality rate is looked for. 
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THE CLINIC OF PROFESSOR 


LERICHE 


MICHAEL DEBAKEY, M. D.*7 
NEW ORLEANS 
and 
ALBERTO SALDARRIAGA** 
CoLtomsta, S. A. 


RENE 


In the extreme eastern part of France, tran- 
quilly reposing almost midway between the 
mountainous Vosges and the Black Forest and 
hugging the rapidly flowing Rhine with seem- 
ingly jealous fervor, is the city of Strasbourg. 
Apparently predestined to the costly glories as 
well as the adversities and vicissitudes of mili- 
tary order, this city has veritably lived up to 
its traditional origin. 
fifteen hundred 


On this very soil Drusus, 
years before the birth of 
Christ, established a fortified post in the name 
of the Roman people, with the object of stem- 
ming the increasing hostile raids of the savage 
and incursive Alains, Vandals, and Sarmades 
who inhabited the land beyond the Rhine. But 
despite the fact that it has been the center of the 
arena in which grim-visaged war has played 
many a leading role, it has progressively de- 
veloped into one of the most active commercial, 
industrial, artistic, and educational centers of 
Europe. Because of its unique geographical posi- 
tion, i. e., at the borders of two rival civilizations, 
willingly or not, it has always been enriched by 
the acculturation of one or the other of the 
two great nations with which it has been al- 
ternately united ; and it is this extraordinary but 
harmonious commingling of the rich Teutonic 
and Celtic qualities that gives Alsace and its 
great center Strasbourg its characteristic and 
unique beauty. Far famed as the originator of 
sauerkraut, renowned for its inimitable paté de 
foie gras, and celebrated for the magnificent 
beauty and stately Gothic purity of its impos- 
ing cathedral, this great center has indeed a 
rightful and deserving place among the first 
cities of the world. 





*From the Surgical Clinic A, Director: 
sor René Leriche, Strasbourg, France. 

7On leave of absence, Department of Surgery, 
Tulane University School of Medicine, New Or- 
leans, La. 

**Ex-interne of the Strasbourg Hospitals; now 
Professor of Clinical Gynecology, on the Medical 
Faculty of the University of Medellin, Colombia, 
S. A. 
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But of all of its proud possessions there is 
none it could display with more pardonable 
pride than its great University, for here mod- 
estly resides one of the world’s most advanced 
centers of education. And no part of this Uni- 
versity is more progressive or has a nobler in- 
heritance than the medical school. Constructed 
on the same grounds and as an integral part of 


“Hospices ‘Civil,” consisting of over fifty 
buildings, covering over seventy acres of 
ground, possessing its own electric power, 


water, and heating system, it is indeed a little 
city within itself forming one of the world’s 
largest medical centers. 


So old is this hospital and so vague are the 
early records that its origin is lost in antiquity. 
However, it may be said with some degree of 
authenticity that it founded about the 
year 657 A. D., probably by the Duc d’Alsace 
Attic or Ettichon, the father of Saint Odile. 
and was administered by the bishops until the 
year 1263. 


was 


At this time the administration of 
the hospital was given to the city by Bishop 
Henri de Géroldsack, and fifty years later the 
hospital was transferred outside the city bound- 
ary to its present site. In 1716 it was almost 
completely destroyed by fire, only the chapel of 
Saint Evard escaping, which, incidentally, dates 
back to the fifteenth century and remains yet 
a monumental commemoration of the admirable 
courage and unwavering determination of these 
early workers. 


With its reconstruction came a new epoch in 
the advancement of the medical school which 
became better organized, more firmly estab- 
lished, and began its rapid strides of progress 
and development. The chairs of pathology, 


anatomy and surgery were definitely as- 
signed, and here was founded in 1734 the first 
school of midwifery in the world. From this 
time until 1870 it continued to advance rapidly 
and flourish under the ever productive influ- 
ence of the French school. During the German 
epoch from 1870 to 1918, the great zeal and 
feverish activity that was displayed in enlarg- 
ing and enhancing the hospital and university 
has resulted in making it one of the largest 
medical centers of the world today. To attempt 
a further detailed historical and descriptive dis- 


cussion of the hospital and university would be 
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inopportune as well as inexpedient. As our in- 
terest is admittedly confined, we may risk be- 
ing invidious and limit the description to one 
of the most conspicuously advanced and scien- 
tifically progressive departments, namely, the 
“Clinique Chirurgicale A”. It may be paren- 
thetically stated that the surgical department 
consists of two divisions: “Clinique Chirurgi- 
cale A” and “Clinique Chirurgical B,” but we 
are solely concerned with the former. 

The present edifice of “Clinique Chirurgi- 
cale A” was completed in 1881 
205 beds. with 
large spacious hallways and vast airy wards, it 
possesses two operating pavilions, one of which 


and contains 


Constructed in simple _ style 


is provided with a huge amphitheater ; modern- 
ly equipped laboratories of surgical pathology 
and experimental surgery, its own department 
of radiology, an out-patient clinic, a urologic 
department, and a.separate building devoted to 
septic cases. 


interest in this 


aroused not by its 


However, our clinic is 
facilities or its 
simple style of construction, but by the man who 
modestly works and presides as its director. 
Celebrated throughout the surgical world for 
his prolific and fructiferous activities, his un- 


ceasing originality of thought, his numerous 


modern 


perspicuous disquisitions, and his perennial ex- 
positions on the surgery of the sympathetic 
nervous system, Professor René Leriche has 
made this clinic a cynosure for students from 
all corners of the world. 


BIOGRAPHICAL SKETCH OF LERICHE 

In order to appreciate more fully the quality 
of his work it is necessary to know and appreci- 
ate the personality of this really great man, and 
to do this it would not be inappropriate to give a 
brief biographical resumé. Born on October 12, 
1879, at Roanne, France, he completed his early 
medical training at the University of Lyon and 
immediately became the student of Jaboulay, 
who was early attracted by the unusual ability 
of this young interne. However, Jaboulay’s 
untimely and tragic death occurred soon after- 
wards and he then became the student and later 
the collaborator of that master surgeon, Antonin 
Poncet, until the latter’s death in 1913. It was 
under such careful training and in such a bril- 
liant environment that the firm foundation for 
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his later development and success was laid. At 
the termination of his interneship in 1906 he 
“The Resection of the 
remains 


presented his thesis: 
Stomach for Cancer”, which 
classic, and in 1910 he became Professor 
During the late War he devoted his 


yet a 


Agrégé. 
entire time to military surgery and as a result 
of his self-sacrificing and distinguished serv- 
ices, both the French and Belgian Governments 
bestowed on him one of their highest honors. 
After the World War he returned to Lyon and 
remained there until 1924, when he was called 
to Strasbourg to occupy the chair of surgery, 
which had recently been left vacant by the un- 
timely death of Sencert, and on which had 
previously sat such illustrious figures as Flam- 
ant, Cailliot, Begin, Sedillot, Madelung, and 
Soeckel. 


Since his establishment here he has _ con- 
tinued to add many achievements to his numer- 
ous innovations and advances that are so char- 
acteristic of his surgical enterprise, veritably 
conforming to the exordial remarks of his in- 
augural address in which he stated: “Vous ne 
me connaissez pas. J’avais besoin de prendre 
contact avec vous autrement qu’en paroles. J’ai 
préféré que vous me jugiez d’abord aux actes.” 

No better insight can be obtained to his sterl- 
ing qualities, his innate character, and his ideal- 
istic attitude, than to quote him again from this 
same eloquent address: “Le professeur de 
clinique chirurgicale a une triple tache a remplir. 
I} doit soigner de son mieux les malades qui lui 
sont confiés; il doit apprendre aux étudiants 
tout ce que peut leur étre utile dans leur vie 
professionnelle future; il doit enfin tacher de 
faire progresser la chirurgie. L’avenir me per- 
mettra, je l’espére, de vous le montrer.” And 
he has indeed, for he has achieved these three 
idealistic tasks 


in his own characteristically 


modest but undeniably successful manner, 


The generous personality of Professor René 
Leriche is clearly revealed by his noble and im- 
posing Beethovenian countenance. The high fore- 
head, the clear blue, kind, but penetrating eyes, 
and the strong, determined chin vividly portray 
and reflect his keen sense of humor, his ef- 
fervescing vivacity, his beneficent cordiality, 
his contagious enthusiasm, and his indomitable 
resoluteness. The reassuring confidence and 


the understanding sympathy expressed at the 
patient’s bedside is only 
his unlimited tolerance and patient considera- 
tion towards his students. The spirit of cam- 
araderie among his assistants, residents, and in- 
ternes, the prevading atmosphere of enthusiasm 
in his clinic, and the worshipful admiration of 
his patients vividly exemplify the charming per- 
sonality and the admirable characteristics of this 
great man. 


commensurate with 


It is in his clinical lectures that he impres- 
sively demonstrates his incomparable ability as 
a masterful teacher. Although capable of beau- 
tiful oratorical eloquence, before his students 
he speaks in a concise and transpicuous manner 
harmoniously blending scientific simplicity with 
pleasing rhetoric. With explicit 
lucidly correlates the 


clarity he 
underlying pathologic 
physiology with the more obvious clinical man- 
ifestations, indelibly impressing in the minds of 
his students these essential and fundamental 
surgical principles. 

In the operating theater which is finished in 
an agreeable ensemble of pale blue, one is 
strikingly impressed by the sheer simplicity as 
well as the technical perfection of the delicate 
operative manipulations of this master surgeon. 
Although a better demonstration of more dex- 
terous or less injurious dissection on the living 
subject would be difficult to conceive, he more 
forcibly stresses the primary 
modern surgery, that the present day surgeon 
must no longer be content with being a mere 
technician. He must attempt to correct the con- 
sequent manifestations of the patient’s dis- 
orders by first a thorough study and a com- 
prehensive correlation of the underlying patho- 
logic anatomy with physiologic function. And 
this statement so aptly illustrates the thorough 
manner in which each patient in his clinic is 
carefully studied in an attempt to discover the 
relative importance of the basic physiologic and 
pathologic processes, and thus ascertain the best 
corrective measures. 

The philosophic dissertations, the experiment- 
al contributions, and the surgical expositions 
and monographs of Professor Leriche are too 
numerous to list, and cover an astonishingly 
wide range of surgical endeavor. In all his 
work there is one outstanding characteristic 
which portrays the ideal and trend of modertr 


essentials of 
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surgery—the continuous search for a more 
ratiocinative comprehension of the physiologic 
disorders consequent to the more apparent 
anatomico-pathologice processes, 


Leriche’s earlier publications were chiefly 
concerned with abdominal surgery, especially that 
of the stomach. His keen analytical and ex- 
perimental work has added considerably to- 
wards a more rational conception and a better 
therapeutic attack of peptic ulceration. In col- 
laboration with his former chief, Antonin Pon- 
cet, he published a masterful dissertation on 
surgical tuberculosis. His invaluable contribu- 
tions on vascular diseases and surgery of the 
sympathetic nervous system have made his 
name inseparably linked with this branch of 
surgical endeavor. As early as 1913 he directed 
the attention of surgeons throughout the world 
to the operative procedure of periarterial sym- 
pathectomy as a means of improving the circu- 
lation of a limb in the treatment of certain con- 
ditions consequent to vascular insufficiency. As 
the procedure was found also to relieve pain, 
it was quickly and widely adopted before a more 
rational understanding of the underlying physio- 
logic principles was developed. Naturally the 
results have been most varied and confusing 
and Professor Leriche himself, writing in the 
September issue (1928) of the Annals of Surg- 
ery, succinctly and truthfully 
present status: 


expressed the 
“The surgery of the sympa- 
thetic system meets two kinds of difficulties 





those which spring from our physiologic ignor- 
ance, those which spring from our pathologic 
ignorance. On one side we do not know the 
exact significance of the branches we cut, on 
the other side we are ignorant, as a rule, of 
the cause and the exact mechanism of the di- 
seases we wish to cure.” 


Not long after the late War, his constantly 
probing scientific interests were directed toward 
the histo-biologic development of the osseous 
structures, which resulted in a newer conception 
of ossification, In collaboration with Policard he 
presented these more advanced ideas in a com- 
pendious and illuminating monograph, “La 
physiologie de l’os normal et  pathologique”’, 
which shed considerable light on this difficult 
problem, and opened new sources of possibili- 


ties in its therapeutic application. 


He has recently become intensely interested 
in studies of the endocrine glands, particularly 
the adrenals and the parathyroids, with special 
reference to their surgical consideration. His 
studious and perspicacious clinical and experi- 
mental investigations have already made him 
one of the foremost authorities in this newer 
field of surgical inquiry. 

The world-wide appreciation of the untiring 
industry, the unceasing efforts, and the ever- 
productive activities of Professor René Leriche 
are readily evinced by the numerous and de- 
serving honors which have been conferred up- 
on him. Respected by his colleagues, admired 
by his associates, worshipped by his patients, 
he will always remain in the hearts of those 
who know him best, his surgical devotees, as a 
tolerant teacher and a kind and inspiring master. 
And when the pages of this chapter of medical 
history have been completed, his name will ap- 
pear conspicuously among those who have done 
most towards advancing modern surgical pro- 
gress. 





MEDICAL FADS AND FALLACIES* 


S. W. DOUGLAS, M. D. 
Evupora, ARKANSAS 


The science of errors, unfortunately, is a 
very neglected branch of study. Naturally, one 
who applies himself to this study has to assume 
the role of a critic, thereby exposing himself 
to severe counter criticism. The drubbing that 
I will get at the conclusion of this paper will 
be ample proof of the above statement. 


It is indeed strange how mistaken ideas be- 
come implanted in the human brain and require 
years of corrective teaching to eradicate them. 
To paraphrase a familiar quotation, “Some are 
born faddy, some achieve faddiness and others 
have fads thrust upon them.” This paraphrase 
seems to hold good with the medical profes- 
sion. Some physicians have a fallacy com- 
plex that no amount of education will over- 
come. They are born freaks with a kink in 
their brain, and are destined to make freak 
doctors. They will be found following all kinds 


*Read before the Tri-Parish Medical Society at 
Lake Providence, La., September 7, 1937. 
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of cults from glandular crank to chiropractor. 
Others acquire fallacies because of their desire 
to be different, to get in the limelight or in the 
ardent pursuit of the almighty dollar. There 
will be the type of doctor using glandular and 
pluriglandular products freely; he has a hobby 
of giving medicine intravenously, and in his 
office will be found all kinds of psycho- 
logically inspiring electrical appliances. He 
plays up strong to his fads as long as they will 
produce a full house and fat fees. Many physi- 
cians have walked in these green fields of fal- 
lacy. “All we like sheep have gone astray.” 
The desire to be in the swim, not to be out of 
movement or to be up to date makes many a 
worthy man fall to the latest fad, whether or 
not his better judgment approves. 


Then, there are those who have fads thrust 
upon them by their teachers. Medical schools 
and textbooks are full of fallacies. So many 
teachers are specialists and each of them is 
prone to see the afflictions of mankind through 
the narrow slit of his own specialty. The nose 
and throat man can trace nearly every malady 
to some type of orificial sepsis. The cardio- 
grapher can hardly find a sound heart. To the 
tuberculosis specialist, every lung is “a little 
suspicious.” The surgeon thinks the knife is 
the only therapeutic agent worth considering. 
The genito-urinary 
through what Gee is pleased to call “a syphili- 
tic fog’, and would first demand a Wassermann 
test for his virgin patient. 


specialist sees mankind 


Teachers in medical schools should know that 
every student does not make a specialist. At 
no period of lifz is so much time wasted as at 
school. The teacher of therapeutics requires 
the students to memorize the seventeen prepara- 
tions of opium, the head specialist requires the 
minute distribution of the trigeminal nerve, 
the genito-urinary man requires them to know 
every muscle in the pelvic floor and the surgeon 
insists that the name, distribution and ramifi- 
cations of the brachial artery be known, all to 
be forgotten, leaving an aching void when 
the physician stands by the bedside in an 
emergency, not knowing anything practical to 


do. 


“To observe keenly, to think rationally and 
critically, to understand a few fundamental 


principles, to express our thoughts clearly in 
speech and writing, to distinguish facts from 
fallacies; these are some of the essentials of a 
medical education.” Instead, we have a host 
of useless junk. Those who have the duty of 
training the rising generation of doctors have a 
great responsibility. They should not insemi- 
nate the virgin mind of the young doctor with 
the tares of their own fads and fallacies. Teach 
proved facts that will be of service at the bed- 
side. It is always well, before handing the cup 
of knowledge to the young, to wait until the 
froth has settled, if this metaphor can be ap- 
preciated after seventeen years of prohibition. 


In many of the older doctors, the urge to 
stand by the status quo is almost irresistible. 
Contemplate, if you please, the great number of 
lives sacrificed before doctors awoke to the im- 
portance of fresh air in the treatment of pul- 
monary diseases, or to the superiority of hydro- 
therapy in the reduction of fevers, or before 
Brown showed that 97 per cent of all patients 
are asthenic instead of plethoric and thereby 
rang the death knell of the blood-letting fad. 
Many times the physician falls to a treatment 
because of popular demand, like the chlorine 
gas fallacy for the treatment of colds, or ed- 
wenil for all kinds of infections to which hu- 
man flesh is heir. 


The object of this paper is to call attention 
to some of the fallacies that are still being ad- 
hered to by no small minority of the profes- 
sion. Here in the South, I suppose that quirine 
is the most used and most abused remedy, 
with calomel coming as a close second. There 
are those who believe that every treatment 
should begin with calomel or other drastic pur- 
gative. I have seen it given in large doses to 
babies with dysentery. This is as irrational as 
the old practice of bleeding every patient. In 
treating malaria, we should not wait for the 
purgative to act before giving quinine, neither 
should we wait for the fever to go down. Much 
valuable time may be lost. Regardless of any 
other condition, idiosyncrasy not excepted, be- 
gin the administration of quinine as soon as 
the diagnosis is made. Do rot hesitate to give 
quinine to a pregnant woman. The malaria is 
much more likely to cause her to abort than is 
quinine. In fact, in cases of malaria, quinine 
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is the best remedy to prevent abortion. It is 
widely believed that intravenous quinine is a 
more effective treatment for malaria than when 
given by the mouth. This has been proved a 
fallacy, but the difference in the fee collected 
makes of it a very attractive fallacy. 


Should we feed a cold and starve a fever? 
It is now well known that fever patients should 
be fed to the capacity of their digestion. Main- 
tenance of nutrition is an essential factor in 
the treatment of every disease. There are those 
who still believe that whiskey is an essential 
remedy in pneumonia. Recent research has 
conclusively proved this to be a fallacy of the 
first magnitude. It is of admitted value in the 
treatment of pneumonia in old topers. Will 
treating or extracting a tooth cause a pregnant 
woman to abort? Not at all likely. She cer- 
tainly needs the scientific service of a dentist 
more than anyone else, yet she is required to 
suffer without treatment because of this fal- 
lacy. 


There is the vaccine fallacy whose votaries 
are legion and the enterprising pharmaceutical 
houses reap a golden harvest from it. With- 
out the least evidence that mortality or morbid- 
ity is reduced, literally millions of doses of 
vaccines are given for colds, influenza, pneu- 
monia, rheumatism, gonorrhea and nearly every 
other ill to which the flesh is heir. Grave 
faced consultants will seriously discuss whether 
phylacogen or pneumococcic antigen should be 
given in a case of pneumonia when the patient 
would probably be better off without either. 
This fallacy appealed to the popular fancy. 
“Taking the shots” is a new experience and 
they delight to talk of it. Doctors talk glibly 
of injecting ten thousand million bacteria and 
then wonder why the patient died. 


Then comes the fad of organotherapy. Here 
pseudo-science flourishes. The great slaughter 
houses find a ready market for every by-pro- 
duct from pituitary to gonads. We call our- 
selves scientific endocrinologists and are too 
thickheaded and devoid of humor to laugh at 
ourselves. Glandular treatment lends itself to 
a wide range of maladies extending from the 
babe with rickets to the old man who ardently 
desires rejuvenation for the benefit of his young 
paramour. Shakespeare was evidently speak- 


ing of us when the witches in Macbeth sang 
of the therapeutic value of: 


“Eye of newt and toe of frog, 
Wool of bat and tongue of dog, 
Adder’s fork and blind-worm’s sting, 
Lizard’s leg and howlet’s wing.” 


And what is the general practitioner to do 
with such a confusion of remedies? It is evi- 
dent that he will have to use rare judgment in 
sorting the good from the bad. In junking 
fads, it must be remembered that some of them 
may possess merit and, if we are not judicious, 
the risk is run of throwing the baby out with 
the bath water. The testing of new remedies 
should be left to great research laboratories and 
clinics. Let a remedy or line of treatment stand 
the test of time before tying your reputation 
to it and acclaiming it from the housetop. 


“Be not the first by whom the new is tried, 


Nor yet the last to lay the old aside.” 


Almost every new line of treatment has been 
run to death, sometimes to the death of the 
patient. Our zeal for the new and sensational 
has resulted in a kind of therapeutic chaos. 
Witness, if you please, the rapid kaleidoscopic 
changes in the pharmacopeia. Observe also 
the large number of new and non-official reme- 
dies and likewise the vast amount of therapeutic 
advertising that reaches the waste basket each 
day. All kinds of blotters, folders, letters, 
circulars and samples are showered upon us 
and often succeed, by a kind of summation of 
stimuli, in getting us to prescribe a particular 
drug or ‘food, regardless of its merit. 


Even the surgeon has not been immune to 
the periodic epidemic of fads. The slaughter 
of the tonsil goes on unabated and a scarred 
abdomen is rapidly becoming the fashion de 
luxe. The fad of local infection comes along 
and leaves in its wake a tonsilless and tooth- 
less nation. 


Did you ever have a sad faced little woman 
come into your office and explain that she had 
been ill for a number of years and quietly tell 
you that she has had several operations includ- 
ing tonsillectomy, adenectomy, complete odontec- 
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tomy, cholecystectomy, appendectomy, oophor- 
ectomy, salpingectomy, curettage, trachelorrha- 
phy and a perineorrhaphy. She may well rep- 
resent a walking exhibition of a fractional dis- 
section, a living sacrifice to the god of surgical 
fads. 

The field of diagnosis has been invaded by 
many fallacies. There are still those who be- 
lieve that they can make a difficult diagnosis 
by feeling the pulse, looking at the tongue and 
examining the chest and abdomen tarough sev- 
eral thicknesses of clothing. Autopsy has re- 
vealed the fact that there is a wide margin of 
error even with the closest clinical observation 
and laboratory technic. The doctor who does 
not use great care in diagnosis is not worthy of 
the confidence of his patients. The roentgen ray 
is not infallible. Based on roentgen ray 
diagnosis, I saw in one day, a healthy kidney 
removed and laparotomy done for a duodenal 
ulcer that did not exist. “Exploratory incision” 
still occupies a prominent place on our surgical 
bulletin boards. Some of the serologic tests 
are notoriously inaccurate. The tuberculin test 
is justly falling into disuse. To imagine that 
the diagnosis of syphilis begins and ends with 
the Wassermann test is irrational. 

There are a few doctors yet who hold to the 
obsolete method of secrecy in diagnosis and 
treatment. It is now held that the patient is 
entitled to know what his trouble is and may 
justly demand the treatment. An enlightened 
laity has made it imperative that physicians no 
longer maintain that secretive, mysterious de- 
meanor that formerly was so characteristic of 
the profession. It is now demanded that every- 
thing be open and above board, and secrecy is 
believed to be a cloak to cover faulty diagnosis 
and irrational treatment. 


And thus it may be concluded that medical 


science is not yet an exact science. There is 
still a great work before us in all branches of 
medicine. The signs of the times are propitious. 
Certainly more harmony is just around the 
corner. We look with confidence to our lead- 
ers, our textbook writers, our teachers and our 
schools to help us cut the Gordian knot of our 
fads and fallacies and deliver us from our con- 
fusion. A popular formulary gives 45 differ- 
ent remedies for gonorrhea and 56 for tonsilli- 
tis. It appears that a great national, or perhaps 
international council could formulate for the 
general practitioner a standardized treatment 
for each disease. I commend this task to some 
great leader who wishes to make himself an 
immortal in his service to mankind, The Coun- 
cil on Pharmacy and Chemistry of the Ameri- 
can Medical Association has done a great work 
for us along this line, and we should be ap- 
preciative enough of their labors to confine our 
prescriptions to council passed remedies. 


Great things have been accomplished in 
medicine in the last half century. The span of 
life has been increased from 35 to 58 years. 
Our people owe the medical profession a debt 
of gratitude that they seem little inclined to 
pay. In the past fifty years, no science has 
made more progress than has medicine. Wond- 
erful discoveries have been made in diagnosis 
and treatment. Many times our fads and fal- 
lacies have been steppirgstones to something 
better. The history of medicine is a story of 
outlived fashions. An eminent Irish teacher 
has said; “hard and conscientious work, accu- 
rate observation, sound reasoning, a mind free 
from obsessions and superstitions, a firm be- 
lief in the possibilities of medicine as an art 
and as a science; these are the things that raised 
medicine to its present greatness; these are the 
things that will carry it onward, always.” 
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THE ANNUAL MEETING 


It has been customary in the past to ad- 
dress the members of the Louisiana State 
Medical Society in the issue of the Journal 
which appears in the same month as takes 
place the annual meeting. This year the 
custom will be done away with, at least in 
part, because the annual meeting will take 
place before many of the members of the 
organization will receive the May copy of 


the Journal. Uncontrollable circumstances 


613 


have fixed the date for the meeting of the 
Society on May 2, at a later time than the 
meeting has been held for some years. 
Again we want to recall to the minds of 
the readers the importance of this annual 
convocation of the doctors of Louisiana who 
are members of the State Society. 
cannot be stressed too strongly. The scien- 
tific and business affairs which are presented 
to members of the Society at this time are of 
extreme importance both from the point of 
view of education and from the point of view 


Its value 


as well of the proper conduct of the Society. 

As usual an excellent program has been 
medical 
Not only will there be 
speakers from throughout the State but there 
have been invited three outstanding clinr- 
cians to 


provided to elucidate some of the 


problems of the day. 


address three important sections. 
Dr. Ray M. Balyeat of Oklahoma City, one 
of the really big men in medicine in the 
midwest, is before the 


From St. Louis comes 


down for a paper 
Section on Medicine. 
Dr. Barrett Brown who is scheduled to give 
the Section on Surgery a discourse on a very 
important subject in these days of many ac- 
cidents, namely injuries of the face. The 
Section on Obstetrics and Gynecology is for- 
tunate in having as their out-of-town speaker 
Dr. Virgil Counseller of the Mayo Clinic, 
whose reputation as a scientist is well known 
to obstetricians and gynecologists through- 
out the country. 

It is earnestly hoped that the members of 
the Society will make a special effort this 


Last 
year at Monroe our hosts were so delightfully 


year to attend the scientific sessions. 


enthusiastic in arranging for social activities 
that the 
brutally neglected. 


scientific sessions at times were 
Some of the essayists 
who had the last places on the program 
spoke to the Chairman and the Secretary 
This is 


extremely hard on the man who has taken 


and maybe one or two members. 


the time and trouble to prepare a paper. 
The courtesy of attendance should be paid 
him as reward of his efforts in getting to- 
gether what he has to say. 


A series of social events has been prepared 
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by the New Orleans Committee which will 
add interest and pleasure to the meeting. An 
earnest attempt has been made not to con- 
flict with the scientific sessions, but, at all 
other times, the pleasures and atractions of 
New Orleans and the hospitality of the local 
doctors will fill the remainder of the day 
completely. 

The ladies of the Woman’s Auxiliary of 
the Orleans Parish and of the State Society 
have done more than their share to prepare 
a series of entertainments for the visiting 
ladies at times when their husbands are busy 
with the scientific and business affairs of the 
organization. 

Come to New Orleans for some good talks! 
Come to New Orleans for a good time as 
well! 





THE ALTRUISM OF THE PHYSICIAN 

It is almost a byword among the laity that 
the physician is altruistic. Every one knows 
that he is called upon to give time and ser- 
vice to a tremendous number of patients 
from whom he can never hope to receive any 
financial. remuneration, although gratitude 
and appreciation sometimes are sufficiently 
marked to compensate for the services ren- 
dered. The average person thinks only of 
the doctor in his conduct with the individual 
patient and what he does for a single person. 
The world forgets often that it is the doctor 
who is advocating at all times large scale 
health measures which will rob him of a 
goodly number of his patients. It was not 
so many decades ago that the medical wards 
of the large metropolitan hospitals were di- 
vided equally between the typhoid fever cases 
and patients presenting other types of medi- 
cal disease. A very considerable part of the 
physician’s practice was spent in taking care of 
typhoid fever. Through the efforts of the doc- 
tor this disease has been rendered almost non- 
existent or at least existent to only a very 
limited degree. Major hygienic measures 
have made this possible; the minor measures 
are also important, such as vaccination of a 
susceptible individual against typhoid fever, 
which is being practiced only fairly exten- 


sively. A recent epidemic of typhoid fever 
in one of the parishes nearby New Orleans 
indicates definitely that, despite the utmost 
vigilance of the health authorities, typhoid 
fever may break out in any community. The 
thinking physician who is aware of this pos- 
sibility advises his clientéle to have preven- 
tive inoculations against this disease. It 
seems very important at this time that this 
should be done because typhoid fever will 
respect neither race, creed nor color. It may 
slip insidiously into the household in spite of 
activities of the State Board of Health. Every 
physician should acquaint his clientéle with 
the importance of individual prophylaxis of 
this disease. Typhoid fever can be prevent- 
ed safely, efficiently and without physical 
disturbance of any moment. 





CHILD HEALTH DAY 


On May first there will be observed in 
Louisiana, Child Health Day as part of the 


nation-wide effort to “speed children on the 
road to health.” Dr. L. A. Masterson, Di- 
rector of the Maternal-Child Health Division 
of the Louisiana State Board of Health, is 
the state May Day Chairman. It is hoped 
that there will be an extensive observation 
of this particular day. It is planned to have 
school programs in cooperation with the 
State Department of Education which will 
emphasize the activities which contribute to 
the promotion of year-round child health 
services. At this time communities should 
plan for the improvement and extension of 
child health services. Any local community 
in the state may obtain suggestions and ma- 
terial for May Day observance through the 
Bureau of Parish Health Administration. 
The Chairman of the State May Day, has sug- 
gested that the various forms of celebration of 
May Day, such as plays, games and festivals, be 
utilized to stimulate interest in health needs and 
accomplishments. 





LIBRARY SERVICE 


A circular letter has been sent out by the 
librarian of the Orleans Parish Medical So- 











Hospital Staff Transactions 


ciety to the secretaries of constituent parish 
and district medical societies, having to do 
with the establishment of a medical library 
service division of the Orleans Parish Medi- 
cal Society Library. It is sincerely to be 
hoped that this matter will engage the seri- 
New 
Orleans is located the largest medical library 
south of Washington. 


ous intention of parish societies. In 


It is a library which 
receives practically every important current 
medical publication, whether in the English, 
French or German language. There are over 
53,000 bound volumes which include not only 
older reference books but practically all the 
new books that have come out in the last 
few years. There is an extremely large re- 
print division. 


This is a very real step in advance which 
is being offered to the practitioners of Louis- 
jana. The service will be prompt and, you 
One of the ob- 
jections to the package library service which 


may be assured, efficient. 


is available through the American Medical 
Association or through the Army Medical 
Library is the necessary delay in receiving 
books, reprints or other sources of bibliographic 
information. This would be obviated with 
the formation of a library service through 


the Orleans Parish Medical Society. 


The plan as advanced is only tentative. It 
might be that, at the meeting to discuss the 
formation of this plan, possible subscribers 
and presumptive parish unit members would 
like to change some of the suggestions form- 


ulated in the letter of Dr. D. C. Browne. 
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CANCER CONTROL 
The Committee on Cancer of the State 


Medical Society, under the energetic leader- 
ship of Dr. John A. Lanford, is to be com- 
mended on the splendid work that they have 
done to bring before the medical profession 
the importance of cancer, particularly the 
extreme necessity of making an early diag- 
nosis. The Committee has more or less had 
to work alone. Now it is to be aided by the 
Women’s Field Army of the American So- 
ciety for the Control of Cancer in promot- 
ing and fostering cancer education and _par- 
ticularly early physical examination. It is 
earnestly hoped that the Woman’s Auxiliary 
of the State Medical Society will throw the 
weight of their prestige and their ability to 
contact women throughout the state 
this effore. The Women’s Field Army so 
far, where it has been organized, has done 
splendid work. 


into 


It must be remembered that 
the physicians of the state must cooperate 
with these women. In other states it has been 
reported to the state commanders that 
the physicians to whom they have gone for 
complete examination have not palpated the 
breasts nor have any inspected or palpated 
the uterus. These women are sincere in 
their effort to discover early cancer and if 
they go to the physician he should look with 
sympathy on their request and should make 
such complete examinations. 

The Women’s Field Army of the United 
States numbers thousands; it should 
be hundreds of thousands. If the Woman’s 
Auxiliary gets behind this movement the 
number in the State of Louisiana should be 
in the thousands, as well. 


now 





HOSPITAL STAFF TRANSACTIONS AND CLINICAL MEETINGS 


J. T. NIX CLINIC 
NEW ORLEANS 
At the meeting held in March, Doctor 
Meyer presented the following paper: 
TRAUMATIC RETRO-ORBITAL HEMORRHAGE 
AND CELLULITIS 
The following is an unusual accident with seri- 
ous complications, sequelae and recovery, and was 
taken from the file of the J. T. Nix Clinic. 
Admission Diagnosis: 


Monte 


Retro-orbital hemorrhage 


and cellulitis (traumatic); meningitis, unknown 
type; complication. 
Admission History: C. C., aged 12 years, was 


admitted to Hotel Dieu on January 14 1937 at 
8:30 p. m. While skating on roller skates, at- 
tempted to throw a sharpened steel or iron rod 
(playing mumble peg) to make it stick up in the 
ground, he lost his balance and the sharpened end 
entered the upper lid near the outer canthus. Pa- 
tient was given first aid by a physician who anti- 
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septicized the wound and told the parents it was 
only a trivial accident. His appetite has always 
been good; no constipation. He plays and studies 
well. He had the usual childhood diseases; no 
previous operations. 

Physical Examination: The eyelids, especially 
the upper, markedly swollen and ecchymotic. 
Small laceration of right upper lid in outer third 
(point of entrance of iron rod). The lids are 
separated with difficulty. The eyelid is slightly 
proptosed. Conjunctiva in external half red and 
edematous. Motility of eye impaired and eyeball 





Fig. 1. 


Shows site of wound and marked proptosis. 


can not be moved beyond midline when attempt is 
made to look to the right. The vision is undis- 
turbed (apparently normal for near and distance). 
Cornea clear, lens clear, vitreous clear. Fundus 
shows no hemorrhages or exudates or rupture. Optic 
nerve head clear. 

The neck was rigid and attempts to flex the 
chin on the chest were excruciating. The re- 
mainder of physical examination was negative. 

An immediate neurological consultation was re- 
quested and Dr. Lucy Hill made this report: Severe 
headache, greatest intensity behind right eyeball, 
mild confusional symptoms, rigidity of neck, mild 
opisthotonos, mildly positive Kernig. Temperature, 
103 degrees. Diagnosis: Meningitis following in- 
jury. Spinal tap advised with manometric read- 
ing, smear and culture. 

Operation: Under cyclopropane, exploration of 
wound in upper lid made to extend into retro- 
orbital tissue. Blood clots were removed by suc- 


tion, and a rubber tube drain placed in _ retro- 
orbital space and sutured with silkworm in eyelid. 
Dressing applied. This was done to relieve tension 
and promote drainage. 


Dr. Nix then made a spinal tap. Manometric 
pressure 40—fluid cloudy under pressure; 20 c.c. 
fluid removed and 10 c.c. anti-meningococcus serum 
introduced through spinal needle. (At this time 
we thought it might be due to the meningococcus). 
Smears and culture were sent to the laboratory. 
Fifteen hundred units tetanus antitoxin given up- 
on admission. 


Laboratory Findings: Spinal Fluid. 
White reduced 


Polymorph. Lympho. Cells Pressure to 


1/15/37 _......98 2 12,750 70 20 
1/19/37 81 19 2,000 50 15 
1/20/37 -......91 9 6 000 70 18 
iaaser —. 80 20 2,250 70 20 
1/22/37 -.... 79 19 2,500 62 14 
1/23/37 -.....74 26 1,445 54 18 
1/24/37 _....79 21 1,300 58 14 
L/a6/s7 .... 60 40 221 32 15 
1/27/37 -_......55 45 157 42 16 
1/29/37 -.... 80 20 210 40 14 
1/31/37 _.....65 35 148 38 10 
2/ 1/37 -....88 12 8,500 36 8 
2/ 3/87 -.......94 6 3,250 42 14 
2/ 4/37 -......92 8 1,275 54 15 


1/15/37 Spinal Fluid: Smear: Many pus cells, 
few red blood cells, occasional staphylococ- 
cus and pneumococcus. 

Culture: Few pneumococci after 36 
hours. 

1/19/37 Smear: Pus cells and very few partially 
lysed pneumococci. 

1/20/37 Pus cells, no organisms. 

1/29/37 Many red blood cells. 

1/31/37 Four plus occult blood. 

2/ 1/37 Smear: Many pus cells, few pneumococci. 
Culture: Pneumococci Type IV. 

1/21/37 Exudate from eye: Smear: Pus, blood, 
many staphylococci and saprophytes, few 
colon type organisms. Occasional pneu- 
mococcus. 

Culture: Staphylococci, saprophytes, co- 
lon type bacilli and few pneumococci type 
IV. 


Treatment: There was ordered for the patient 
liquids freely, purgative enema and _ nutritive 
enema, black coffee, and glucose. He was given 
1500 units of tetanus antitoxin and 10 c.c. anti- 
meningococcal serum intraspinally. Chloral hy- 
drate, 5 grains, and sodium bromide, 20 grains, 
were ordered by rectum every three hours; and a 
grain of sodium luminal, as needed, as well as 
morphine and codeine. A 10 per cent argyrol eye 
drip was given twice a day; antipneumococcal 
serum was administered in doses of 20,000 units 
on January 16, 17, and 18; sedatives as needed. On 
February 1, he was given ephedrine with merthio- 
late alternating with aspirin and phenacetin. 
Digalen was begun on January 22, in doses of 20 
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minims hypodermically for three doses. This was 
repeated on the twenty-third. On February 17, 
argyrol was discontinued, and boric acid and 
camphor water was substituted. Ten c.c. of one 
half of one per cent mercurochrome were given 
intravenously daily from January 21 through 25, 
and repeated on January 27, 29, 31, and February 
1-4, 9, 12, 15, 18, 21. 

Progress Notes: January 14. The above thera- 
peutic measures were instituted. Chloral hyrdate 
and sodium bromide were continued throughout 
the length of the disease. 

January 15. Spinal tap; pressure reduced from 
70 mm. to 20-mm. Headaches more intense; neck 
more rigid, delirious; involuntary defecation and 
micturition. Pulse volume very good. 

January 16. Pressure was reduced from 30 to 
15 mm. after spinal tap; fluid still cloudy; 20,000 
units antipneumococcic serum advised intraspinal- 
ly. Condition practically same although nourish- 
ment by mouth improved. 

January 17. Spinal tap, 54 mm. reduced to 20 
mm.; 20,000 units antipneumococci serum intra- 
spinally. Temp. 101°. Pulse, 94. Resp. 22. More 
comfortable. Warm boracic acid compresses to 
eye. 

January 19. Spinal tap; 50 mm. reduced to 15 
mm.; 20,000 units antipneumococcic serum intra- 
spinally. Patient still restless. 


20 mm. to 18 
Rubber tube re- 


January 20. Spinal fluid hazy; 
mm. Right eyelid still swollen. 
placed. Vision still normal. 


January 21. Spinal tap; 70 mm. reduced to 20 
mm.; 10 ¢.c. % of 1 per cent mercurochrome given 
intravenously. 

January 22. Spinal tap; 66 mm. reducted to 14 
mm.; fluid much clearer; 10 c.c. mercurochrome 
¥ of 1 per cent intravenously. Chill lasting twenty 
minutes after mercurochrome. Pulse very weak 
and rapid. Hives from serum. Thirty c.c. spinal 
fluid removed. 

January 23. Pressure 54 mm. reduced to 18 
mm. Much clearer. Ten c.c. of % of 1 per cent 
mercurochrome intravenously. Eyelids 
No growth on culture. 


improved. 


January 24. Patient quiet. Spinal tap; 50 mm. 
to 14 mm.; 40 e¢.c. spinal fluid removed; 10 c.c. 
mercurochrome intravenously. 

January 25. Spinal tap; 32 mm. reduced to 15 
mm.; 30 c.c. fluid removed; 10 c.c. mercurochrome 
advised intravenously. Chill following mercuro- 
chrome. 


January 27. Spinal tap; 42 mm. to 16 mm. 
Patient now able to move eye externally. Neck 
less rigid. Temp. 100°. Pulse volume improved. 

January 29. Spinal tap; 40 mm. reduced to 14 
mm. Spinal fluid almost clear. Ten c.c. mercuro- 
chrome given intravenously. 
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January 31. Spinal tap 28 mm. reduced to 12 
mm. Ten ¢.c. mercurochrome intravenously. 

February 1. Spinal fluid cloudy again; 36 mm. 
reduced to 8 mm. Patient again complains of 
very severe headache, chills and nausea. Roent- 
gen ray of orbit revealed no foreign body. Ten c.c. 
mercurochrome given intravenously. 

February 3. Patient’s pulse very weak and rapid. 


Cyanosis. Digalen ordered. Spinal fluid 32 mm. 
reduced to 14 mm. 
February 4. Improved. Spinal fluid 54 mm. re- 


duced to 15 mm. 

No further spinal taps made as condition im- 
proved steadily. Discharged on February 25. Eye- 
lids normal. Motility eye is normal. General con- 
dition good. Advised to rest at home for a month. 

Summary: Sudden onset of a meningitis less 
than twenty hours after injury. The iron rod 
penetrated the retro-orbital tissues and probably 
ruptured the ethmoid region downwards entering 
the meninges (no evidence of point of rupture seen 
in skiograph). The culture twice revealed pneu- 
mococci although they were few in number. 


Twenty thousand units antipneumococcic serum 
administered intraspinally on January 16, 17, and 
18. 

Nineteen injections of 10 c.c. of % of 1 per cent 
mercurochrome given intravenously. 

The spinal fluid showed 12,750 cells at the first 
tap and gradually decreased to 148 on January 31. 
Then on February 1 the headache became intensi- 
fied and cell count went up to 8,500. 

Although the cell count was 1,275 with a read- 
ing of 54 mm. on February 4, the clinical symp- 
toms improved so rapidly no more spinal taps 
were made. 

Conclusion: This case was practically consider- 
ed hopeless at its onset, yet under this intensive 
treatment complete recovery ensued. Very few 
cases of pneumococcic meningitis survive; hence I 
believe it worth while reporting. 

May I extend my thanks to Dr. Nix for the 
courtesy of publication and my thanks to Drs. Hill 
and Gorman who worked so diligently with me. 

Note: Patient seen one year after discharge 
and he is still fully recovered. Has increased 
twenty pounds in weight and is attending school. 





FACULTY CLUB 
LOUISIANA STATE UNIVERSITY SCHOOL OF 
MEDICINE 
The January meeting of the Faculty Club of the 
Louisiana State University School of Medicine was 
held Friday, January 14, 1938 in the Medical Center 
Science Building, with the President, Dr. P. J. 
Carter, presiding. 
Dr. S. A. Romano, of the Department of Surgery, 
presented the following subject: 
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THE LIMITATIONS AND DANGERS OF MAMMO- 
GRAPHY BY CONTRAST MEDIA 

Reports in the literature of the value of mammo- 
graphy and of the harmlessness of stabilized thor- 
ium dioxide were the incentive for its use in a 
series of 25 breast cases of various types, 23 of 
which were surgical. In 13 of the latter group the 
mammographic diagnosis agreed with the clinical 
diagnosis and was later confirmed in the labora- 
tory. In other cases) however the diagnosis was 
either not clear or was actually incorrect. The 
most serious of these errors occurred in cases of 
malignancy which was evident clinically but which 
was not revealed by roentgey ray examination after 
injection of an opaque agent. In four of the 25 
clinical cases, the injection of lipiodol or of thoro- 
trast (stabilized thorium dioxide) gave rise to 
foreign body reactions, three of which were very 
severe; in two of these three cases, mammectomy 
would have been necessary because of the reaction 
if it had not already been planned for other condi- 
tions. Only three similar cases, all by different 
authors, are reported in the literature. An experi- 
mental study resulted in more than 50 per cent of 
foreign body reactions, all of which were similar 
to the reactions noted in clinical cases. Of the 
various agents used experimentally, all were satis- 
factory from the radiologic standpoint, but were 
sometimes followed by reactions. Lavage of the 
breast after injection did not prevent the reaction 
in all cases nor did the physiologic lavage brought 
about by the act of nursing eliminate the foreign 
substances from the ducts at the end of a month. 
It is not felt that the method, as it is now em- 
ployed, contributes diagnostic aid of sufficient 
value to warrant the risk of the serious reactions 
which may follow its use. Until an agent is dis- 
covered which is non-irritating to the breast tissues 
and which is at the same time satisfactory from 
the radiologic aspect, we do not advise the use of 
mammography by means of contrast media. (With 
slides). 





THE USE OF MICE FOR TESTING TOXICITY OF 
RABBIT SERUM INTENDED FOR 
THERAPEUTIC PURPOSES 

Drs. K. L. Burdon and E. L. Burns presented this 
paper which will be published elsewhere. 
VENTRICULAR TACHYCARDIA 

This paper was presented by Dr. J. L. Gouaux 
and will be published elsewhere in full. 





HUTCHINSON MEMORIAL CLINIC 
Scientific Session conducted by the Department 
of Preventive Medicine, Dr. W. H. Perkins, presid- 
ing, on Health Studies in Family Aggregates. 
Some Social Factors in Family Health (Julia 
Mae Magruder, Director of Social Service): There 
are a number of adverse social factors associated 


with problems of ill health. Briefly, these are in- 
adequate physical protection, inadequate economic 
protection, faulty personal habits, dissatisfactions 
connected with family or other group relationships 
and dissatisfactions connected with restricted out- 
lets. The first and basic requirement for health 
is adequate physical protection. In order to bring 
out the extent to which the families under con- 
sideration tonight have had adequate physical pro. 
tection, the minimum standard for food and hous. 
ing will be outlined. These standards are gener- 
ally accepted as the lowest at which the health and 
well being of families may be maintained. 

Good nutrition requires that the following 
minimum be included in the dietary: From one. 
third to one quart of milk daily for each individual 
according to age; one-eighth to one-fourth pound 
of meat clear of bone, gristle and fat for each in- 
dividual three or four times a week, other high. 
protein foods to be substituted on days when meat 
is not used; in addition to potatoes, another vege- 
table at least once, preferably twice daily; fruit, 
part dried, at least once, preferably twice daily; 
sugar, four ounces to one pound per person per 
week according age; in addition, there should be 
enough cereal products, legumes and fats to satisfy 
the normal appetite. Additions must be made in 
case of special diets. There is little margin for 
waste or personal preferences. 


Housing must provide sufficient space for proper 
ventilation of the sleeping rooms and privacy. A 
room for the parents and separate rooms for chil- 
dren of each sex is necessary. The living room 
may serve also for sleeping or may be combined 
with the kitchen. A bathroom with toilet for ex- 
clusive use of the family is particularly necessary 
in this climate. If the sleeping rooms are large 
enough, mere than two children of the same sex 
may sleep in one room although this is not desir- 
able. The house should be off the ground, rat 
proofed, each room having at least one window 
opening into space sufficiently free to permit sun- 
shine for a few hours a day. The home should be 
in a neighborhood free from deteriorating influ- 
ences, with play space free from danger provided 
on the lot or nearby. It should be kept in mind 
that even when there is sufficient number of rooms 
for the total number of people in the home, there 
is danger of overcrowded sleeping conditions when 
the house is shared by two or more families. 


What is the cost of this minimum standard of 
living? We may use for illustration a family of 
five, the father at moderate muscular work, the 
mother at moderate muscular work, and three 
children, ages thirteen, ten and seven years. The 
cost of food for this family for one year would be 
approximately $438.60. Add to this the other 
necessary expenses for clothing, fuel and light, 
household supplies, ice, carfare, health (for ex- 
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ample, toothpaste, laxatives and antiseptics), edu- 
cation, insurance and recreation and the total 
budget for the year, exclusive of rent, is $882.54. 
The food expense comes to approximately half of 
this amount. In other words, we may expect the 
expenses of a family to amount to more than twice 
the amount of the minimum food budget when rent 
is included. 


In the six families that we are considering to- 
night, we see a number of adverse factors. In the 
entire group, for a period of years the housing has 
been inadequate in some respects, either because 
of overcrowding, lack of sunlight and ventilation 
or lack of sanitary conveniences. In five, the food 
supply has been inadequate; often the total income 
has been less than the amount required for food 
alone. Three families are known to have had in- 
adequate clothing and it seems probable that one 
of the others may have suffered from this lack 
also. Added to these physical deprivations, we find 
habits unfavorable to maintaining health in four, 
habits interfering with the carrying out of medical 
recommendations in one, inadequacy of one or both 
parents in three and family friction in three. Un- 
der these conditions, we can hardly expect to see 
the children growing up in health. Actual econo- 
mie insufficiency in itself, while it usually takes 
its toll in one way or another, often results in 
greater physical deprivation and ill health in some 
families than in others. 


The answer seems to be management. The ef- 
ficiency of management is dependent on a number 
of things, not the least of which are personal ade- 
quacy of the parents, family compatibilty and the 
standard of living to which the family is accus- 
tomed. The importance of family relationships 
cannot be stressed too strongly here. Where there 
is friction and dissatisfaction in the family life, 
the efficiency of all of the members of the family 
probably will be dissipated, resulting in poor plan- 
ning, poor cooperation between members of the 
family and faulty habits. 

Dissemination of Parasites in Families (Dr. Jos- 
eph D’Antoni, Department of Parasitology): Dis- 
semination in family groups of parasitic fecal-borne 
infections may be said to be dependent on two 
main factors: (1) The characteristic behavior of 
the offending organism, and (2) the personal hy- 
giene of the family. In general, it might be said 
that the incidence of parasitic infections in a group 
is dependent on the one hand upon the rapidity 
with which these organisms can complete the phase 
of their respective life cycles or their resistance to 
unfavorable conditions outside the human body, 
and, on the other hand, upon the conditions of per- 
sonal and group hygiene favoring exposure to in- 
fection. With these principles in mind, parasitic 
organisms may be grouped as follows: 

FE. Those in which infection may take place 


immediately after the organisms have been passed 
in the feces. I shall refer only to organisms im- 
portant in this area. 

1. Endamoeba histolytica. Cysts may remain 
viable in the passed stool over a period exceeding 
twelve days. In water, cysts are viable for nine 
to thirty days. As yet, in man there has been no 
evidence of infection occurring when‘ trophozoites 
have been ingested. However, experimentally, this 
has been demonstrated in dogs and may possibly 
occur in man. The cysts may be ingested in con- 
taminated water, and with green vegetables; or 
even the hands or the finger nails may harbor 
cysts, thereby making food handlers responsible 
for transmission. The cyst wall is digested in 
the intestinal tract and the parasite, on reaching 
the terminal ileum or large bowel, invades the gut 
wall. 

In summary, the methods of transmission of 
Endamoeba histolytica are: (A) By direct inges- 
tion of cysts from contaminated hands; (B) by 
contaminated food or drink: (1) Handling of food 
by infected persons; in the home this is the most 
frequent source of contamination; (2) a polluted 
water supply; (3) use of night-soil as a fertilizer 
for vegetable gardens. 

2. Enterobious (pinworm, seatworm, oxyuris). 
Eggs discharged in the feces require no incuba- 
tion period. Infection takes place manually by di- 
rect introduction of eggs into the mouth. Upon 
reaching the duodenum the eggs hatch. They pass 
down the lower jejunum or ileum, molt twice in 
transit and become attached to the mucosa of the 
lower bowel. The complete life cycle from the time 
of ingestion to adult worm requires about two 
months. 


Methods of transmission of Enterobious are 
primarily a matter of personal hygiene: (A) by 
fingers contaminated from scratching the perianal 
or perineal region or from soiled bed linens; (B) 
by inhalation of eggs which have gotten into air 
currents from soiled, personal and bed clothing; 
(C) from toilet seats harboring the eggs. 

3. Hymenolepis nana (dwarf tapeworm). Eggs 
discharged in the feces require no _ incubation 
period, the optimum stage of viability occurring at 
this time. Infection occurs almost without excep- 
tion by ingestion of eggs from soiled linen, toilet 
seats, or direct from anus to mouth. In ingestion 
the eggs hatch in the stomach or small intestine, 
the free onchospheres penetrate into the villi of 
the upper part of the small intestine and metamor- 
phose into cercocysts which migrate out into the 
lumen of the bowel and attach themselves to villi 
farther down the intestinal tract. 

The methods of transmission of Hymenolepis 
nana are the same as enterobius. 

II. The second group of worms require a period 
of embryonation outside of the body before becom- 








620 Hospital Staff Transactions 


ing infective for man. The members of this group 
are: 

1. Ascaris. Fertile eggs are passed in the stool. 
A moist shady habitat favors rapid development 
of the embryos in the eggs into motile first stage 
larvae. This requires at least nine to thirteen days. 
An additional week is required for development in- 
to the second-stage larvae before the eggs are in- 
fective for man. The minimum period of time re- 
quired for these two stages is sixteen to twenty 
days. Eggs may remain viable in the soil for a 
year or more. These embryonated eggs are swal- 
lowed and in the duodenum the shells are digested. 
The worms penetrate the gut wall and enter the 
mesenteric veins and through the venous circula- 
tion are carried to the lungs, or perhaps more fre- 
quently are carried in the mesenteric lymphatics 
to the right heart, thence to the lungs. In the 
lungs molting occurs after the tenth day. Here 
the worms migrate into the air sacs, are carried 
over the epiglottis and are then swallowed. The 
adult worms live free in the small bowel. The 
time from exposure to the first oviposition of the 
female is sixty to seventy-five days. 

Ascariasis is primarily a disease of small chil- 
dren because of lack of personal hygiene. The 
methods of transmission of Ascaris are: (A) By 
direct seeding of the soil immediately about the 
house, or even in the cracks in the floor, by pro- 
miscuous defecation of infected children; (B) by 
the use of night-soil as a fertilizer; (C) by air- 
borne infection. 

2. Trichocephalus. Eggs are discharged in the 
feces and require twenty-eight days for embryona- 
tion in the soil; embryonated ova have been kept 
viable in water for a period of five years. Humans 
are infected by swallowing embryonated eggs. The 
shells are digested in the small intestine and the 
emerging larvae migrate to the region of the 
cecum, or appendix, become attached and grow 
into adult worms in one month. 


Methods of transmission of Trichocephalus are 
the same as Ascaris. 


III. Those parasitic organisms that enter through 
the human skin. 


1. Hookworm. Ova are deposited in a moist 
shady warm place where decaying vegetation 
covers a sandy loam. They hatch in twenty-four 
to forty-eight hours. The emerging larvae feed on 
the organic debris and in the course of nine to 
thirteen days pass through three larval stages. At 
the end of this period these filariform larvae are 
infective for man. If the old cuticula of the filari- 
form, that is, infective-stage, larvae is not shed, 
this larva may remain viable up to fifteen weeks. 
The infective larvae enter the skin and are car- 
ried by the venous circulation, migrate into the 
air sacs and are then carried over the epiglottis 
into the stomach. After five weeks females begin 





to oviposit. Seventy per cent of all worms may 
be expected to die within one year. 

Methods of transmission of hookworm are: (A) 
By improperly shod feet; (B) by improper disposal 
of feces; (C) by the use of night-soil as a fertilizer. 

IV. Those organisms requiring an intermediate 
host fall in this group. 

1. Beef and pork tapeworms. Eggs are discharged 
in feces and deposited in the soil. They may re- 
main viable for many weeks. On ingestion by 
hogs or cattle the shells are disintegrated within 
twenty-four to seventy-two hours and the emerging 
onchospheres penetrate the intestinal walls and are 
filtered out in the striated muscles, where in the 
course of sixty to seventy days metamorphosis into 
the cysticercus takes place. Uncooked infected pork 
or beef is ingested by man and within five to 
twelve weeks an adult worm develops. 

Methods of transmission of tapeworms are: (A) 
By eating raw pork or beef; (B) through improper 
disposal of feces. 

From the foregoing life cycles, one can readily 
see that personal hygiene is paramount in the 
spread and prevention of helminthic and protozoal 
fecal-borne infections. Where personal hygiene is 
poor, especially in children, or more so in groups 
of children, the incidence of these diseases must 
be higher. 

The Health of Large Families (Dr. W. H. Per- 
kins, Department of Preventive Medicine): The 
contributions of Dr. D’Antoni and Mrs. Magruder 
form important ground work for the study of 
the health of families. The distribution of parasites 
through a family is of more importance than the 
epidemiology of the specific infection; it is a re- 
flection of the general sanitary status of the home 
and the hygienic habits of its members. 


Any discussion of family health must interest 
itself greatly in the economic status. People must 
be fed, sheltered and clothed and it is assumed 
also that they should be in a position to afford 
pleasures and relaxation in keeping at least to a 
degree with their desires. 

Many studies have been made on the incidence 
of particular diseases in families, of oustanding 
importance among them being tuberculosis and 
rheumatic fever. It is not our purpose, however, 
to follow any particular diseases through the 
family groups studied but to present the whole 
picture of the families which may have the di- 
seases. In this way, the family is looked upon as 
a unit of society, smaller than the society itself, 
but larger than the individuals who make it up. 

Our method has been to prepare charts of each 
family studied on which are shown longitudinal 
bars representing the life lines of all members 
of the household. The bars extend across the di- 
visions in years thus giving a graphic picture of 
the relative points in time at which any individual 
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joined or left the group. Through the length of 
each life line are indicated all factors of medical 
importance to the individual so represented. By 
this, chronologic correlation is obtained in the 
time incidence of such happenings as acute con- 
tagious disease among different members of the 
group, deprivation of the wage-earner, births and 
the appearance of chronic infections such as tu- 
berculosis. 


It is not my purpose to analyze all of the details 
presented by these families. There are a few 
major points in the study which I wish to present. 


In the first place, a broad picture of the families 
represented reveals wide discrepancies in the anti- 
cipated “healthiness” of families drawn from the 
same economic level. Although they are all of a 
low economic class and our records show that all 
obtain, or can obtain, approximately the same 
amount of food and degree of shelter, they do not 
do so, and moreover one family will give a general 
appearance of healthiness while in another the 
children are undernourished, dirty, and generally 
in poor physical condition. This seems to have 
no bearing on any chronic infection in the fami- 
lies. In one family in which the mother is an 
open case of tuberculosis and has long been in 
contact with her children, the children are in far 
better state of health and nutrition than in all 
the other families. This same family lives in 
physical surroundings ideal for the spread of food 
and finger contaminating parasites and yet they 
are entirely free of them. 


In a second family with open tuberculosis con- 
tact the positive and negative tuberculin reactors 
are about evenly distributed. The time element of 
exposure of these children cannot account for the 
difference. 


Psychic factors are easily studied by this 
method. There is almost a visible contagion in 
some of the families where a serious maladjust- 
ment has appeared in one member and spread to 
others. In another family with marked parental 
discord the children are quiet, well behaved, and 
well tempered. 


We cannot and do not yet attempt to explain 
these apparent discrepancies. Our study is young 
and necessarily inaccurate because most of the life 
lines have had to be created on hearsay evidence. 
The Department of Preventive Medicine is, how- 
ever, well launched in a systematic chronologic 
study of family groups now in attendance and it: is 
planned to keep it up over a long period of time. 
Out of it may eventually come some understanding 
of the things that are now so difficult to under- 


stand in the differences in family aggregates. 
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NEW ORLEANS DISPENSARY FOR WOMEN 
AND CHILDREN 

At the scientific meeting of February 18, 1938, 

Dr. Warren H. Hebert presented the following 


paper: 
CERTAIN ASPECTS OF LYMPHOPATHIA 
VENEREUM 
If we accept syphilis, gonorrhea, chancroid 


(uleus molle), granuloma inguinale and Vincent’s 
infection as the first five genito-infectious diseases, 
then lymphogranuloma inguinale, or better called 
lymphopathia venereum, becomes the sixth. Hel- 
lerstrom’s monograph published in 1929 offers an 
excellent historical survey. Stannus has included 
some nine hundred references in his book which 
serves as an excellent bibliographic review. 

It is interesting to note the many different 
names under which this disease entity has mas- 
queraded. While this condition must have existed 
for centuries it was not clearly described as an 
infectious disease until the latter half of the nine- 
teenth century when Chassaignac, Nelton, Trous- 
seau, and Scheube, each separately reported a type 
of inguinal bubo which followed the invasion of 
the disease into the lymphatic system. Following 
this, Klotz, Galloway, and Gooding contributed 
cases to the literature. It was not until 1913, that 
Nicholas, Durand, and Favre interpreted the pro- 
cess aS a venereal disease with primary and sec- 
ondary manifestations. Later observations by their 
pupil, Phylactos, established these facts and esti- 
mated the incubation period of the disease from 
10 to 25 days. The importance of the work of 
this group is attested by the fact that in France 
the disease is still known as “le maladie de Nicho- 
las et Favre.” They suggested the term lympho- 
granuloma inguinale. In 1932 Wolf and Sulzberger 
suggested the term lymphopathia venereum. 

Until recently examination of the material from 
the inguinal buboes by dark field examination, 
animal inoculation and bacteriologic examinations 
were without significant findings. In 1931, Levaditi, 
Ravant, Lepine, and Schoen and, independently, Hel- 
lerstrom and Wassen determined that the infecting 
agent of the disease is a filtrable virus. Introduc- 
tion of the specific skin test of Frei in 1925 has 
stimulated further study of the disease. With the 
aid of this test the etiologic relationship between 
lymphopathia venereum and climatic bubo (Find- 
lay), inflammatory stricture of the rectum, non- 
specific urethritis of Waelsch can be demonstrated. 
Frei and Koppel in 1928 discovered that chronic in- 
flammatory rectal disease with stricture formation 
and, also elephantiasis and ulceration of the vulva 
were late results of lymphopathia venereum. Since 
1927 excellent descriptions of the clinical course of 
this disease have been published. 

We see, therefore, that this disease is one of 
great antiquity, endemic and distributed over the 
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entire world. It is far more prevalent than is gen- 
erally realized and it occurs more frequently in 
the colored race than in the white. It is con- 
sidered a venereal disease caused by filtrable virus. 
It is transmitted by contact and it primarily in- 
volves the lymphatic system. It is interesting 
that the manifestations of this disease are dif- 
ferent according to the sex as well as the race. 
In the white race there is stricture formation, 
hypertrophies, pseudo or real elephantiasis, but 
not so pronounced as in the negro race. 

In the male soon after the genital lesion appears 
there is an enlargement of the regional inguinal 
lymph nodes. The primary lesion is extremely 
evanescent and rarely is attention drawn to this 
lesion. The period of incubation before the ap- 
pearance of the primary lesion varies from 3 to 
14 days. In most cases it is vesicular but it may 
be nodular or ulcerative. It is generally agreed 
that the period of incubation before appearance of 
the primary lesion is from 3 to 7 days. Prehn has 
described 40 cases in which buboes have appeared 
before the appearance of the primary lesion. As 
a rule, three weeks to two months following the 
initial lesion the inguinal glands become involved. 
The adenitis is most often unilateral (70-80 per 
cent), being bilateral in approximately 20 to 30 
per cent of the cases. First there is a simple dis- 
erete swelling which is usually painless. Later, 
induration occurs, there is swelling, the skin be- 
comes discolored and adherent to the glands and 
the inguinal adenitis becomes fluctuant in about 
three weeks. Without surgical interference most 
of the glands will drain to the outside, forming 
multiple inguinal discharging sinuses. The period 
of incubation to develop a positive Frei reaction 
is about 2-3 weeks. As a rule, the Frei test be- 
comes positive when the glands become involved. 

In the female the initial lesion is rarely ever 
noted as it occurs on the cervix or walls of the 
vagina. The lymphatics that drain this area ex- 
tend along the utero-sacral ligaments, encircle the 
rectum and drain into the lymphatic chain in the 
rectal stalks. It is the lymphatic distribution that 
explains the wide degree of difference in the clini- 
cal manifestation of this disease in the two sexes. 
In the male 85 to 90 per cent develop an adenitis 
while approximately 10 to 15 per cent develop 
rectal stricture. In the female, 85 to 90 per cent 
develop the so-called genito-anorectal syndrome 
while an adenitis is rarely encountered. The 
lymphatics that drain from the prostatic area to 
the retro-rectal lymphatics probably explain the 
presence of rectal stricture in the male. 

The course of the disease is an irregular one. 
At the onset, some individuals suffer with chills, 
fever and general malaise. Headache may be pro- 
nounced in some as evidence of meningeal irrita- 
tion. Others suffer no complaints other than the 





local discomfort associated with adenitis. We know 
little of the life expectancy of these patients as the 
Bureau of Vital Statistics makes no report on this 
disease. We do know that it is relatively rare to 
see an individual past the age of fifty who is suf- 
fering with the disease in its active phases. 

Many manifestations of the disease are recog- 
nized, depending on the phase of activity at the 
period of examination. They may be classified as 
follows: (1) Inguinal adenitis; 2) discharging 
inguinal sinuses; (3) pre-stricture lymphogranulo- 
matous proctitis; (4) stricture of the rectum with 
or without complications; (5) the cockscomb and 
anal bouquet; (6) perianal water pot (sinuses and 
fistulas); (7) elephantiasis of the vulva (esthio- 
mene or genito-anorectal syndrome); (8) stenosis 
of the rectum associated with narrowing in other 
regions of the colon. 

Unfortunately there is no specific treatment for 
lymphopathia venereum and consequently various 
types of therapy have been suggested. It would be 
impossible to mention all of the various forms of 
therapy suggested. The weekly intradermal injec- 
tion of 0.1 c.c. of the antigen over varying periods 
of time seems to offer the most satisfactory results. 
Faudin, which is an antimony preparation, has 
been used with good results by some clinicians. 
Foreign protein therapy, Lugol’s solution and 
radiotherapy have been used with questionable 
results. 


It is still a disputed question the part surgery 
will play in the treatment of this condition. There 
are those who believe that it is curative if adenec- 
tomy is performed in the early stages. After sup- 
puration occurs surgery is the method par excel- 
lence. Simple incision usually results in a long 
standing sinus. Complete and radical adenectomy 
is preferred to partial excision. The elephantiasis 
and chronic ulceration of the vulva have not re- 
sponded to methods other than surgery. Ex- 
cision, daily cleansing and applications of 5 per 
cent gentian violet has offered encouraging results. 
The edematous perianal hypertrophies which are 
often mistaken for hemorrhoidal tags should be 
excised. If left alone they may become infected 
and ulcerated from the irritating rectal discharges. 
Some heal rather rapidly, whereas many become 
indolent ulcerations and heal slowly. 

The handling of sinuses and fistulas will largely 
depend on the extent of the stricture which is 
present. Fistulectomy in the presence of a stric- 
ture may lead to varying degrees of incontinence. 
The constant bathing of the wound from the rectal 
discharges is a factor in the delayed healing of 
these wounds. Abscess cavities should at least be 
incised to permit satisfactory drainage. Dilatation 
may benefit an occasional case in which stricture 
is present. It should be gently carried out and 
should never be instrumental. Numerous cases 
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show febrile reactions and several have died from 
fulminating infections that follow dilatation. An 
occasional case of stenosis seems to yield after 
dilatation therapy, but the majority do not present 
gratifying results. Should a diaphragm or short 
stricture remain as the result of an old healed 
process, this area may be resected. Dr. Conrad 
Collins has four such cases. : 

Colostomy is considered the most suitable method 
of handling these strictures of the rectum. As the 
majority of these patients are young females, care- 
ful consideration should be given before suggesting 
an abdominal anus. Following a colostomy the anal 
discomfort is diminished, the rectal discharge and 
bleeding are reduced to a minimal. Radical resec- 
tion of the lower bowel has been performed in 
many instances and as yet there is insufficient 
data to determine its advisability. The mortality 
figures seem excessively high and the morbidity is 
great. 

If surgery during the early phase of adenitis is 
curative then the urologist will have this burden 
to bear. According to Dr. Edgar Burns, in the 
later stage where deep inguinal nodes are involved, 
where edema of the groin, scrotum and leg exist, 
surgery has little to offer other than palliation. 
In the female the condition is rarely ever noted 
before varying degrees of narrowing of the rectum 
takes place. Excision of deep inguinal sinuses, hy- 
pertrophies of the vulva and anus, elephantiasis of 
the vulva, perianal fistula and sinuses, and plastic 
procedures as well as radical excision will always 
have their place, but it will consist of mere pallia- 
tion. 


FRENCH HOSPITAL 

A regular meeting of the French Hospital Visiting 
Staff was called to order with Dr. J. Palermo pre- 
siding. The minutes of the previous meeting were 
read by Dr. R, E. Rougelot. 

Prior to the paper of the evening, there was 
some discussion in conjunction with the deaths of 
the month, as to the few autopsies that were held 
by the hospital, and various members of the Staff. 
It was suggested that more effort be put into 
securing autopsies. Dr. P. A. Phillips stated that 
prejudice on the side of the Society accounted to 
some extent for the failure to obtain autopsies. 

Dr. J. B. Gooch then presented a paper showing 
the advantage of ophthalmic examination rather 
than optometric examination, indicating that the 
latter does not give full correction for visual de- 
fects and that the ophthalmic examination, with 
its more thorough examination of the fundus 
through dilatation of the pupil, may reveal latent 
generalized or local disease, which the optometrist 
does not discover, 

Dr. Gooch was thanked by Dr. Palermo, on be- 
half of the staff, for a very interesting program. 

R. E. Rougelot, M. D., Sec. 
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HOTEL DIEU 

The regular monthly meeting of the Staff of 
Hotel Dieu was held in the Nurses’ Lecture Room 
of Hotel Dieu on Monday, February 21, 1938. The 
meeting was called to order by the President, Dr. 
A. D. Mouledous. 

The scientific program consisted of: 

1. Clinicopathologic conference conducted by 
Dr. M, Couret who said the cases that are presented 
tonight are rather uncommon. They are two cases 
of hemolytic jaundice in the newborn. We have 
had the opportunity to study the clinical side of 
both cases and the autopsy findings of one. The 
blood pictures were similar and it would have been 
difficult to distinguish them from true pernicious 
anemias. The type of jaundice and clinical course 
and the autopsy findings with splenomegaly, a 
muddy color of all the organs, few scattered hemorr- 
hages, marked evidences of blood destruction and 
phagocytosis of blood pigment and blood cell de- 
tritus in all the organs, with no characteristic bone 
marrow pathology, were the important points in 
the diagnosis of these cases. The jaundice was 
easily differentiated from the jaundice found so 
frequently in the newborn: it was of a greenish 
yellow color. 

The cause of death in the fatal case, besides the 
pathology in other organs resulting from air hun- 
ger, was the direct result of blood detritus gathered 
into the veins forming thrombi which were swept 
into the vena cava and eventually into one of the 
branches of the pulmonary artery. The packing of 
this material in the smaller vessels was quite like 
that found in the vesssels in comatose malaria. 

2. A Newer Method of Treatment to Severe 
Compound Fractures by Massive Doses of Maggots, 
was presented by Dr, H. Theodore Simon. This 
talk was illustrated by a motion picture film which 
covered in detail the culture of the flies, steriliza- 
tion of the eggs, and application of maggots to the 
compound wound. 

Discussion was opened by Dr. C. E. Gorman with 
the presentation of a case of severe compound 
comminuted fracture of the right radius and ulna 
with great loss of bone substance and soft parts. 
Lantern slides of the patient and roentgen rays 
showing the loss of bone, and the method of ex- 
tension in order to preserve the length of the arm 
during the application of maggot therapy were pre- 
sented. Further lantern slides were shown of the 
patient today with a serviceable arm, straight, and 
with roentgen rays revealing an entire reproduc- 
tion of bone substance. 

A recess of one minute was ordered by the Chair- 
man after which the meeting resolved into Execu- 
tive Session. The meeting was then adjourned. 

C. E, Gorman, M. D., Sec. 


HIGHLAND SANITARIUM 
The staff of the Highland Sanitarium held its 
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monthly meeting on March 17, 1938, in the Clinic 
Building, following dinner at 7:00 p. m. 

The scientific program was as follows: 

Dr. C. P. Rutledge gave a most interesting dis- 
cussion regarding the Clinical Conference of Mid- 
western Radiologists that was held recently in 
Kansas City. 

Some of the highlights mentioned by Dr. Rut- 
ledge were several papers on the benign and ma- 
lignant lesions of the breast; a paper on the clinical 
analysis of low back pain; on undulant fever; 
acute intestinal obstruction; and on the ovarian 
influence in relation to cancer. Dr. Rutledge stated 
that one of the most interesting parts of the pro- 
gram was the demonstration of rare films demon- 
strating such lesions as a wire in the sphenoid bone, 
a hairpin in the kidney, and a bullet in the peri- 
cardial sac. 

Dr. Duncan gave a discussion on bromide in- 
toxication. He stated that the incidence of this 
condition in a large psychopathic hospital was 
approximately 7.7 per cent. Of this group, bromide 
intoxication was the sole cause of admittance of 
1.7 per cent. Dr. Duncan stated that he believed 
the incidence to be even greater in outside neuro- 
psychiatric practice. He also discussed the symp- 
toms, prognosis and treatment. He presented two 
cases of simple bromide intoxication without de- 
lirium and ten cases with delirium. 


The discussion was opened by Dr. Fleming, fol- 
lowed by Dr. Mason, Dr. Mathews, and closed by 
Dr. Duncan. 

Paul W. Winder, M. D., Sec. 


SHREVEPORT CHARITY HOSPITAL 


The meeting was called to order on March 15, 
with Dr, J. P. Sanders presiding. Minutes of the 
previous meeting were read. Dr. D. H. Duncan ob- 
jected to the incompleteness of minutes in a re- 
ported case of spinal cord tumor; additional in- 
formation is to be added. Dr. Duncan moved that 
minutes of each program be presented to the edi- 
tor for publication in the Louisiana State Medical 
organ, the doctor of the Service presenting the 
program to edit the minutes of his presentation. 

SCIENTIFIC PROGRAM 

Dr. P. W. Winder presented the following gyne- 
cologic cases: 

1. Hemorrhage from’ graafian follicle: Dr. 
Winder discussed a differential diagnosis between 
hemorrhage from a graafian follicle cyst and 
acute appendicitis. The history of lower abdomi- 
nal pain occurring suddenly in the mid-menstrual 
cycle suggest a diagnosis of hemorrhage from 
graafian follicle. Finding blood by needling of the 
posterior cul de sac together with the finding of a 
hyperplastic endometrium on curettage makes the 
diagnosis positive. 


2. An acute abdominal condition: The patient 


was admitted with severe pain in the lower ab. 
domen, vaginal bleeding for two weeks prior to 
admittance, last normal menstrual period being 
four months previous to present illness. Examina.- 
tion revealed an orange-sized mass in the right 
lower quadrant, mass fixed and doughy in consist- 
ency, exquisitely tender. Pelvic examination re. 
vealed the cervix to be extremely soft with bluish 
tint. 

Laboratory: White blood cells, 15,500; red blood 
cells 1,390,000; hemoglobin 36 per cent; urine 
negative; Kahn 4 plus. 

Patient was given transfusion the day after she 
came in. On March 7, 1938, patient passed a com- 
plete decidual cast. Microscopic examination re- 
vealed only decidua with no chorionic tissue. 

Clinical diagnosis: Abortion, complete, right in- 
flammatory cyst, question of ectopic pregnancy. 
Needling of the cul de sac revealed no blood. 
Final diagnosis: Complete abortion, complete de- 
cidual cast, chronic bilateral pelvic inflammatory 
disease, anemia on luetic basis. 


Dr. Mathews discussed the case with reference 
to the decidual cast passed as occurring in luetic 
patients. Case was discussed also by Dr. Sander- 
son and Dr. Cassity. 

3. Hermaphroditism: The patient was admitted 
with the diagnosis of acute appendicitis. Patient 
appeared to be a colored male boy, age 15 years. 
Examination revealed large feminine breasts, mas- 
culine contour body, right scrotum with large grape- 
sized testicle; no left scrotum or left testicle, the 
penis measuring 1% cm. in length with hypospa- 
dias; no vaginal opening. The patient was oper- 
ated on and the appendix removed. Examination 
of the pelvic organs at that time revealed a uterus 
of approximately normal size, left ovary, left tube 
and round ligament. 

Dr. Winder discussed what rehabilatory methods 
should be undertaken. Patient wishes to be male; 
desires a feminine companionship. To accomplish 
this Dr. Winder believes that the uterus and ovary 
should be surgically removed with conservation of 
the testicular tissue. Dr. Duncan urged that a 
more careful analysis should be made to ascertain 
whether his masculine or feminine drive was pre- 
dominant, 

Presentation of Unusual Cases in Hospital: Dr. 
VanDuyn presented the first case, being one of a pa- 
tient with chills, fever and weakness of 2% months 
duration; temperature 99.4, pulse 104; anemic mu- 
cous membrane; red blood cells 880,000, white 
blood cells 3,250, hemoglobin 26 per cent; hyper- 
chromic macrocytic anemia, cause undetermined. 

Discussed by Dr. Webb bringing to light possi- 
bility of lymphatic leukemia in an aleukemic stage. 
Dr. H. G. F. Edwards advised sternal puncture for 
diagnosis. Dr, Mathews urges that the puncture 
of sternum should be removed carefully with layers 
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in situ. Dr. Sanders mentioned the fact that ma- 
laria was not definitely ruled out in this case and 
advised examination of centrifugal blood or clinical 
test of quinine given by infusion. 

The second case, by Dr. Reed, was one of latent 
bone syphilis, probably congenital, with negative 
Kahn. Microscopic examination of bone judged by 
Dr. Mathews to be most likely a syphilitic condi- 
tion. 


Third case, presented by Dr. Terry, was one of 
pseudo-hemophilia with apparently same condition 
present in his mother and two brothers. Coagula- 
tion time 10 plus minutes; red blood cells 3,130,000; 
bleeding 6 minutes and 30 seconds. Dr. Edwards 
recommended roentgen ray therapy over spleen for 


temporary relief of acute symptoms. 


W. M. Hall, M. D., Sec. 
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CALENDAR 

April 4 Board of Directors, Orleans Parish Medi- 
cal Society, 8 p. m. 

April 4 Pathologic Conference, Hotel Dieu, 8:15 
p. m. 

April 5 Eye, Ear, Nose and Throat Hospital, 8 
p. m. 

April 6 Clinical Pathological Conference, Charity 
Hospital and L. S. U. Medical Center, 
2 p. m. 

April 6 Hutchinson Memorial Clinic Staff, 8 
p. m. 

April 6 Mercy Hospital Staff, 8 p. m. 

April 7 Clinicopathologic Conference, Touro In- 
firmary, 11:15 a. m. to 12:15 p. m. 

April 8 French Hospital Staff, 8 p. m. 

April 11 ORLEANS PARISH MEDICAL  SO- 
CIETY, 8 p. m. 

April 13 Clinical Pathological Conference, Char- 
ity Hospital and L. S. U. Medical Center, 
2 p. m. 

April 13 Touro Infirmary Staff, 8 p. m. 

April 15 I. C. R. R. Hospital Staff, 12 noon. 

April 18 Hotel Dieu Staff, 8 p. m. 

April 19 Charity Hospital Medical Staff, 8 p. m. 

April 20 Clinical Pathological Conference, Char- 
ity Hospital and L. S. U. Medical Center, 
2 p. m. 

April 20 Charity Hospital Surgical Staff, 8 p. m. 

April 21 Clinicopathologic Conference, Touro In- 
firmary, 11:15 a. m. to 12:15 p. m. 

April 21 Eye, Ear, Nose and Throat Club, 8 p. m. 

April 21 New Orleans Hospital Council, Eye, Ear, 
Nose and Throat Hospital, 8 p. m. 

April 25 ORLEANS PARISH MEDICAL  SO- 
CIETY, 8 p. m. 

April 26 Baptist Hospital Staff, 8 p. m. 

April 27 Clinical Pathological Conference, Charity 
Hospital and L. S. U. Medical Center, 2 
p. m. 

April 28 Clinicopathologic Conference, Touro In- 
firmary, 11:15 a. m. to 12:15 p. m. 

April 29 


L. S. U. Faculty Club, 8 p. m. 


During the month of March, the Society held a 
joint meeting with the New Orleans Graduate 
Medical Assembly, a joint meeting with the New 


Orleans Gynecological and Obstetrical Society, and 
one regular meeting. Interesting out of town 
speakers were on the programs of the joint meet- 
ings. At the regular meeting held Monday, March 
28, a medico-legal symposium was given, on “The 
Relation of the Physician and Surgeon to the Ad- 
ministration of Justice.” The following distin- 
guished guests contributed to a very interesting 
program: 

Honorable Harold A, Moise, Judge, Civil District 
Court for the Parish of Orleans. 

Honorable William J. O’Hara, Judge, Criminal 
District Court for the Parish of Orleans. 

Honorable Archibald T. Higgins, Associate Jus- 
tice, Supreme Court of Louisiana. 

Honorable George J. Gulotta, Assistant District 
Attorney for the Parish of Orleans. 

St. Clair Adams, Esquire, Attorney for the Louis- 
iana State Medical Society. 

The members of the legal profession were invited 
to attend this meeting which was exceptionally 
well attended. 


Longer Life Week was held March 20-26 inclu- 
sive. Syphilis was the subject selected this year 
which is in line with the national program. Mem- 
bers of the Society made addresses over the radio, 
before luncheon and civic clubs, Parent-Treacher 
Clubs, high schools, adult groups of churches, and 
employees of department stores and _ factories. 
Posters were distributed throughout the city. 
Members of the Woman’s Auxiliary assisted in the 
distribution of these posters. An effort is being 
made to continue work along these lines in order 
that the entire city may be covered. Members de- 
sirous of making these talks are asked to send in 
their names to the Secretary’s office at once. 





Dr. John Signorelli gave a series of lectures to 
physicians of the Third District of Louisiana in 
New Iberia, held under the auspices of the Com- 
mittee on Medical Education of the Louisiana State 
Medical Society and the State Board of Health, 
February 7-11. 


Dr. Haidee Weeks spoke at the seventy-fourth 
annual meeting of the Chicago Dental Society, 
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February 14-18. Her subject was “What Can Be 
Done In Prevention?” 


Dr. W. H. Perkins, head of the Department of 
Preventive Medicine, Tulane University, addressed 
the Pulaski County Medical Society at Little Rock, 
Arkansas, February 14. His subject was “Undul- 
ant Fever.” 


On February 15, Dr. Isidore Cohn met with the 
Fracture Committee of the American College of 
Surgeons in New York City. 





Drs. C. C. Bass, C. Grenes Cole, Rigney D’Aunoy, 
Roy B. Harrison, Maxwell E. Lapham, Urban Maes, 
John H, Musser, and James T. Nix attended the 
Council on Medical Education and Licensure in 
Chicago, February 14-15. 


Drs. J. Raymond Hume, Edward L. King, and 
Alton Ochsner read papers before the Mid-South 
Post-Graduate Medical Assembly in Memphis, 
February 17. 


Drs. Chaille Jamison and Philip H. Jones at- 
tended the Southern Interurban Club Meeting 
in Birmingham, February 18-19. 


Dr. Hilliard E. Miller attended the meeting of 
the American Gynecological Club, of which he is 
secretary, February 19, at the Mayo clinic, Roches- 
ter, Minn. 


At the February meeting of the L. S. U. Faculty 
Club, Dr. Earl Conway Smith spoke on “Clinical 
Study of the Effects of Camphor In Oil on Lacta- 
tion’; Dr. J. K. Howles spoke on “A Study of Was- 
sermann-fast Syphilis with an Evaluation of 
Therapeutic Measures.” 


On the program of the Society for Experimental 
Biology and Medicine, Southern Section, at their 
meeting February 25, was a paper on “Phosphorus 
Fractions of Human Heart Muscles” by Drs. 
George M. Decherd, Jr., and J. E. Blum, Jr. 


Dr. Joseph D’Antoni presented a paper, “Dissemi- 
ination of Parasites in Families,” and Dr. W. H. 
Perkins spoke on “The Health of Large Families” 
at the scientific session of the Hutchinson Memo- 
rial Clinic, March 2, when the subject was “Health 
Studies in Family Aggregates.” 


Drs. Dean Echols and Michael DeBakey ad 
dressed the Fifth District Medical Society, in 
Monroe, March 3, 


Dr. Herbert B. Rothschild spoke on “Infant 
Feeding” before the Louisiana State Dietetic Asso- 
ciation at Charity Hospital, March 7. 


Drs. Rigney D’Aunoy, A. J. Hockett, John H. 
Musser, Joseph A. O’Hara, and P. T. Talbot took 
part in the dedication program of the Midstate 
Charity Hospital at Alexandria, March 5. 


Dr. John H. Musser addressed the Columbia 
(S. C.) Medical Society on “The Doctors’ Disease— 
Coronary Occlusion,” on March 14. 


Attending the Southeastern Surgical Congress 
in Louisville, March 7-9, were Dr. Isidore Cohn who 
spoke on the “Logical Treatment of Osteomyelitis,” 
Dr. Alton Ochsner, who j;ave the C. Jeff Miller 
oration on “Thrombophlebitis,” and Dr. Ambrose 
H. Storck who spoke on “Gunshot Wounds of the 
Abdomen.” 


Drs. Donovan Browne, John Lanford, Gordon 
McHardy and Louis Ochs were guest speakers on 
the Health Week program of the Young Women’s 
Christian Association, March 7-11. 


At the meeting of the Eighth District Medical 
Society in Marksville, La., March 16, the speakers 
were: Dr, Arthur Caire, Jr., who spoke on “Ob- 
stetrical Anomalies as Handled in the Home”; Dr. 
I. M. Gage, whose subject was “Infections of the 
Hand.” Dr. Julian Graubarth spoke on “Summer 
Diarrhea in Children,” and Dr. Chaille Jamison on 
“Diseases of the Heart.” Dr. I. L. Robbins opened 
the discussion on Dr. Jamison’s paper. 


Dr. Frederick F. Boyce was guest speaker at 
the Kansas City Academy of Medicine, March 18, 
when he spoke on “Recent Advances in Hepatic 
and Biliary Tract Disease.” 


At the Medical History Society meeting, March 
18, Dr. Roy H. Turner spoke on “Some Medical 
Blunders.” 


It is with regret that we report the death of Dr. 
Earl A. Hogan. 


The following doctors were elected to member- 
ship in the Society on March 10: 


Active: Drs. James S. Webb and Joseph Ziskind. 
Associate: Dr. John J. Young. 
Interne: Dr. Wilhelmina C. Bacher. 


TREASURER’S REPORT 





Actual Book Balance: 1/31/38: $4,542.16 
CS eee eens eee $1,174.69 
| __” STNE Se Reanee nee ce nn Serer $5,716.85 
February expenditures: .__.__._____ $1,147.83 


Actual Book Balance: 2/28/38: $4,569.02 
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LIBRARIAN’S REPORT 


During February, 62 volumes were added to the 
Library. Of these, 43 were received by binding, 
15 from the New Orleans Medical and Surgical 
Journal and 4 by gift. Notation of new titles of 
recent date is given below. 


The Library has loaned to doctors during Febru- 
ary, 792 books and journals. An additional 883 
have been loaned to students for overnight use 
making a total of 1675 for the month. These fig- 
ures do not include the great use of books and 
journals within the Reading Rooms. 


Members of the staff have collected material on 
the following subjects during February: 


Geriatrics. 

Autogenous vaccines. 

Spinal injection with alcohol in 
carcinoma of cervix. 

Toxicity of sulphur dioxide. 

Hemorrhagic cysts of ovary. 

Transmission of leprosy. 

Toxicity of lipiodol. 

Surgery of the heart. 

Tuberculosis of the skin. 

Empyema with effusion. 

Pleurisy, dry, plastic or serous. 

Tendon contractures. 

Wangensteen drip. 

Electric burns. 


treatment of 
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NEW BOOKS 
Bailey, Hamilton: Demonstration 
Signs in Clinical Surgery, 1937. 
Grinker, R. R.: Neurology, 1937. 
Poynton, F. J.: Recent Advances in the Study 
of Rheumatism, 1937. 


of Physical 


Wheeler, Alexander: Handbook of Medicine, 
1937. 
Davis, G. G.: The Pneumonokonioses, 1937. 


Fischer, M, A.: 
Eagle, Harry: 


Fischerisms, 1937. 
Laboratory Diagnosis of Syphilis, 


1937. 

Neymann, C. A.: Artificial Fever, 1937. 

Steel, Matthew: Biological and Clinical Chem- 
istry, 1937. 

Grant, J. C. B.: Method of Anatomy, 1937. 

Finney, R. P.: Story of Motherhood, 1937. 

Todd, A. T.: Treatment of Some Incurable and 
Chronic Diseases, 1937. 

Sears, W. G.: Medicine for Nurses, 1937. 


Bullowa, J. G. M.: 
monias, 1927. 

New York Academy of Medicine: 
Medicine, 1938. 

Northwestern University of Medicine: Report 
on the Assistance of Indigent Patients Suffering 
with Epilepsy, 1936. 

American Laryngological, Rhinological and Oto- 
logical Society: Transactions, 1937. 

G. C. Anderson, M. D., 
Secretary. 


Management of the Pneu- 


Milestones in 
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THE ANNUAL MEETING 

The approaching meeting of the State Medical 
Society to be held in New Orleans May 2, 3 and 
4, 1938 is assured to be one of the outstanding 
conventions in the long history of the Society. 
The local profession is sparing no effort to present 
an interesting scientific program. The subjects 
will be not only diversified in all specialties but 
special attention will be given to the most timely 
problems. 

The program chairmen have been unusually for- 
tunate in both the selection and acceptance of out- 
of-state speakers of national prominence who will 
be here to give the best of their knowledge and 
counsel. In the Section on General Surgery, Dr. 
James Barrett Brown of St. Louis, associated for a 
long period in plastic surgery and who has con- 
tributed so liberally to literature on subjects per- 
taining to reconstruction of deformities of the face. 
will speak on “The Care of Compound Injuries of 
the Face.” 

In a community in which allergic manifestations 
are so common and so often come under the obser- 
vation of the general practitioner, it is of greatest 
interest to know that Dr. Ray M. Balyeat of Okla- 
homa City, an outstanding physician in this field, 


will be on hand to illuminate the diagnosis and 
treatment of these problems. 

In the field of gynecology and obstetrics, Dr. 
Virgil S. Counseller of the Mayo Clinic, Rochester, 
Minnesota, will speak on “The Gynecological 
Problems Occurring in the Reproductive Period.” 
This should be a splendid contribution which wilil 
be of great interest to those of you who are faced 
with baffling conditions in your gynecological as 
well as obstetrical practice. 

The social arrangements which are always an 
important part of the Society’s meetings are being 
looked after by the Orleans Parish Medical Society 
as well as the able and efficient Auxiliary, whose 
members are sparing no effort to make your stay 
and that of your wives a pleasant and profitable 
one. 

We of the profession here in New Orleans are 
looking forward ‘with a great deal of pleasant an- 
ticipation to having you with us as our guests and 
we hope that you will come early for the meeting 
and remain as long afterwards as your time will 
permit. A hearty welcome is assured you. 


Waldemar R. Metz, M. D., Chairman, 
Yommittee on Publicity. 
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THE SCIENTIFIC PROGRAM 

The tentative program arranged for the meeting 
of the Louisiana State Medical Society at New Or- 
leans, May 2-4, 1938, is given below. Certain minor 
changes may have to be made in this program, 
but, for the most part, it will stand as outlined. 
A few of the section chairmen have not, as yet, 
sent in completed programs, and these are omitted. 


SECTION ON EYE, EAR, NOSE AND THROAT 
Dr. Olin W. Moss, Chairman 
Lake Charles 


1. The Value of Bronchoscopy in 
Carcinoma (Lantern Slides) 
Dr. G. J. Taquino, 
To open discussion 

Dr. Val H. Fuchs, New Ovleaus. 
Followed by Dr. C. J. Tripoli, 
2. The Eye and Ear in Industrial and Social Life 
..Dr. Dorf Bean, Shreveport. 

To open discussion a8 
Dr. R. Ernest Smith, Minden 


Bronchiogenic 


New Orleans. 


New Orleans. 


Followed by Paes 
Dr. T. J. Dimitry, New Orleans. 
3. Causes of Blindness in Louisiana: 
of Hundreds of Cases 

Dr, H. F. Brewster, 
Endocrinology (Lantern 
Dr. Charles A, Bahn, 

To open discussion 
Dr. Sydney Jacobs, New ‘Orleans. 

Followed by 

Dr. Jonas W. Rosenthal, New Orienne. 


A Survey 


New Orleans. 


Slides) 
New Orleans. 


4. Ophthalmic 


or 


Immunotransfusion in Otology 
Dr. Mercer G, Lynch, New Grinaen. 
To open discussion 
Dr. W. A. Ellender, Houma. 
Followed by 
Dr. John R. Hume, New Orleans. 


SECTION ON GENERAL SURGERY 
Dr. Waldemar R. Metz, Chairman 
New Orleans 

1. Surgery of Acute Cholecystitis (Lantern Slides) 
Dr, Mims Gage, New Orleans. 

To open discussion 
Dr. Howard Mahorner, 
Stab Wounds of the Heart: 


New Orleans. 


to 


A Case Report 


with a Note on Some Special Problems 
(X-rays) Dr. A. L. Culpepper, Alexandria. 


To open discussion 
Dr. J. A. Danna, New Orleans. 
3. Symptoms, Diagnosis and Treatment of Carci- 
noma of the Rectum and Rectosigmoid (Lan- 
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tern Slides)....___.....Dr. B. C. Garrett and 
._._.Dr. L. L. Davidge, Shreveport. 
ES ee eC Ley . 
_Dr. John A. Hendrick, Shreveport. 

4. Burns and os Problems______.________. 
. Isidore Cohn, New Quisens. 


Hyperthyroidism (Lantern Slides)... 
..Dr, R. B. Wallace, Alexanéria. 
To open discussion... ata a 
poe Paes Dr. Alton Gehaner, ‘ew Orleans. 
Followed by —-...... Dr. Ralph Lampert, Monroe. 
Three Case Re- 
oti Dr. John G. Snelling, Monroe. 


or 


6. Thrombocytopenic Purpura: 
ports_. 

po EE ee Geet ene ae 
Ee: Dr. Ambrose Storck, New Orleans. 


~~ 


The Care of Compound Injuries of the Face 
sae Dr, James Barrett Brown, St. Louis, Mo. 


SECTION ON GYNECOLOGY AND 
OBSTETRICS 


Dr. Rhett ‘McMahon, Chairman 
Baton Rouge 


1. A Discussion of Some Gynecological Problems 
Occurring in the Reproductive Period 
_.Dr. Virgil S. Counseller, Rochester, Minn. 
To open discussion_. 
.._Dr. H. W. ‘‘asenie. ae Cites. 


2. Lower Morbidity in Conservative Obstetrics 
A _.Dr, Prentiss Gray, Jr., and 
aaiaacdedanine Dr. William F. Guerriero, Monroe. 


To open discussion__________________-_________. 
ae ._Dr. D. C. McBride, Alennatete. 
3. Stee of ‘the Cervix (Lantern Slides) 
Dr. Hilliard E. Miller and Dr. Conrad G. 
Collins, New Orleans. 
4. Ruptured Tubo-ovarian Abscesses 
FATES ..Dr. N. J. Tessitore and 
ewes Dr. J. S. Potekin, New Orleans. 
To open discussion 
_.Dr. Peter Graffagnino, ine Oo as. 


SECTION ON MEDICINE AND THERAIL 


Dr. C. C. deGravelles, Chairman 
New Iberia 


ZUTICS 


1. Liver Dysfunction: Its Diagnosis and Treat- 
ment (Lantern Slides)... 
----------------------------Dr. Allan Eustis, New Orleans. 

eh CC rece EERE 
._.Dr, Randolph Lyons, New Grieene. 

2. Common Allergic Manifestations Encountered 

by the General Practitioner (Lantern Slides) 
Dr. Ray M. Balyeat, Oklahoma City. 
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To open discussion 7 
oe BD @. Rives, New Orvtcane. 
Recent Advances 
monia_ Dr. 


in the Treatment of Pneu- 

Charles L. Eshleman, New Orleans. 
To open discussion 

Dr. W. S. Kerlin, 

The Determination 

(Lantern Slides) - aa 

Dr. Grace A, Goldsmith, ‘New ‘Celeans. 

To open discussion____. 

Dr. John Musser, 

Pulmonary Atelectasis (Lantern Slides). 

Dr. Chaille Jamison, New Orleans. 


Shreveport 


of Vitamin C Deficiency 


New Orleans 


To open discussion Biv nreeere: | ED 

ee a Knighton, Shreveport. 

Malignant Hypertension: A Clinical and Path- 
ological Study (Lantern Slides). 

Dr. G. M. Decherd, Jr., and 

Dr. J. R. Schenken, New Orleans. 

Insulin Allergy with Report of Severe Case 

and Successful Desensitization (Lantern 

Slides) __. Dr. A. A. Herold, Shreveport 


SECTION ON NERVOUS DISEASES 
Dr. Walter J. Otis, Chairman 


New Orleans 


Myasthenia Gravis 
es Dr, L. L. Cazenavette, New Oricans 


To open discussion 
Dre. L. A. Gebden, Sour Orleana. 


Insulin and Metrazol Therapy in Dementia Prae- 
cox - S. J. Phillips, Pineville. 


To open discussion Dr. C. S, Miller, Jackson. 


Followed by 


Dr. Walter J. Otis, New Orleans 


The Constitutional a Com- 


munity Problem 


Psychopathic as 


Dr. T. H. Pargen, Jackson. 


To open discussion 


Dr. E. M. Robards, Jackson. 


SECTION ON ORTHOPEDIC SURGERY 
Dr. John T. O’Ferrall, 


New Orleans 


Chairman 


Orthopedic Care of Early 
(Motion Pictures) 


Dr. A. Scott Hamilton, 


Infantile Paralysis 


Monroe. 


To open discussion 


Dr. T, M. Oxford, Shreveport. 


Followed by 


_Dr. Paul A. Melthenay, New Orleans 
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2. Subdeltoid Bursitis 
Dr. Paul A. McIlhenny, New Orleans. 
To open discussion sees) 
Dr. Guy A. Caldwell, ‘tee Orleans. 
Followed by._..Dr, Muir Bradburn, New Orleans. 


SECTION ON PEDIATRICS 
Dr. Charles J. Bloom, Chairman 


New Orleans 


1. The Juvenile Diabetic: Dietetic and Insulin 
Management Dr. Paul H. Herron, Monroe. 
2. Adrenal Tumors in Infancy and in Childhood 
Dr. Albert R, Morgan, Crowley. 
3. Intradermal Vaccination Against Smallpox with 
River’s Culture Virus 
Dr. S. George Wolfe, Sheveent. 


SECTION ON PUBLIC HEALTH AND 
SANITATION 
Dr. J. T. Cappel, Chairman 
Alexandria 


Symposium on Venereal Disease. 
1. Present Status of Venereal Disease Control in 
Louisiana Dr. J, A. Coleman, Opelousas. 
2. Diagnosis and Treatment of Gonorrhea in the 
Male (Lantern Slides) 
Dr. Edgar Burns, New Orleans. 
3. Complications of Antisyphilitic Therapy (Lan- 
tern Slides) 


Dr. James K. Howles, New Orleans. 


SECTION ON RADIOLOGY 
Dr. C. P, Rutledge, Chairman 
Shreveport 


1. Pitfalls in the X-ray Diagnosis of Intestinal Ob- 
struction (Lantern Slides) 
Dr. Lucien A. Fortier and 
Dr. Tracy T. Gately, New Orleans. 
To open discussion 


Dr. Chaille Jamison, New Orleans. 


bo 


X-ray Therapy in Conditions Other Than Can- 
cer and the Manner of Its Administration 
(Lantern Slides) SAS 

_.Dr. H. O. Barker, 

To open discussion 

Dr. Lester J. Williams, Baton peels: 


Alexandria. 


3. Modern Radiation Technic, Uterine Cancer 
(Lantern Slides) —.. 
Dr. S. C. Barrow, Shreveport. 


To open discussion 
.._Dr. M. D. Sotiethouss, New Guiana 
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THE PRESIDENT 


Charles Manly Horton was born in Lowndesville, 


South Carolina, on October 23, 1879. He graduated 
with the degree of A. B. from Furman University 
in 1898. For a period of eight years succeeding 
his graduation from college he was in the railroad 
business in the transportation department, first as 
telegrapher and later as train dispatcher. 

The lure of medicine had been in his mind for 
years so that he entered Tulane University Medical 
School to graduate in 1911. Succeeding his gradu- 
ation he served two years as an interne at the 
Charity Hospital and then went to Franklin, Louis- 
iana, where he has been engaged in general prac- 
tice since that time. 

Dr. Horton has had many positions of responsi- 
bility, trust and honor. For twelve years he was 
coroner of St. Mary Parish and City Health Offi- 
cer of Franklin. In his local Parish Society he has 
been president and he has been president also of 
his District Medical Society. In 1932 he was hon- 
ored by the State Society by being elected second 
vice-president and in 1934 he was elected Chairman 
of the House of Delegates in which position he 
served two terms. 

THE SCIENTIFIC EXHIBIT 

Dr. Ambrose Storck, 1005 Union Building, Chair- 

man of the Committee on Scientific Exhibit, is 
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extremely desirous of hearing from any members 
of the State Medical Society who can or will ar- 
range an exhibit for the State Society Meeting on 
May 2. The exhibit is always one of the outstand- 
ing features of the meeting and it has been made 
so through the cooperation of the members of the 
State Society. He is very anxious to hear at the 
earliest possible moment from any member of the 
Society who can contribute to this invaluable edu- 
cational feature of the State Meeting. 


SECOND DISTRICT MEDICAL SOCIETY 

On February 17, the Second District Medical So- 
ciety met at the Colonial Country Club with Dr. 
J. S. George as host and Dr. W. F. Guillotte pre- 
siding. The following members were present: 
Drs. Guillotte, J. S. Kopfler, J, S. Parker, J. E. 
Clayton, P. A. Donaldson, E. P. Feucht, P. T. Lan- 
dry, R. F. Gross, F, S. Herrin, L. O. Waguespack, 
L. T. Donaldson, E. A. Schexnayéer. 


It was moved by Dr. Landry and seconded by 
Dr. Feucht that Dr. Schexnayder’s application for 
membership be accepted. Motion was carried 
unanimously. Dr. Herrin moved that the minutes 
be published each month in the New Orleans Medi- 
cal and Surgical Journal; motion was seconded 
and carried. 

Dr. Peter Graffagnino gave an interesting talk 
on office treatment in gynecology, stating that sta- 
tistics prove that gynecology and obstetrics are a 
very large portion of general practice, gynecology 
usually being the result of obstetrical damage. The 
paper was discussed by Drs. Waguespack, Clayton, 
Landry, and Kopfler. 

The next meeting will be held at the Colonial 
Country Club with Dr. Atkinson as host. 


J. S, George, M. D., Sec. 


FOURTH DISTRICT MEDICAL SOCIETY 

The semi-annual meeting of the Fourth District 
Medical Society was held in Shreveport on March 
1, 1938. The meeting was called to order by Dr. 
J. A. Hendrick, President. Dr. P. T. Talbot, Sec- 
retary-Treasurer of the Louisiana State Medical 
Society, was introduced and spoke briefly concern- 
ing the activities of the State Hospital Board and 
efforts of the State Society to gain the cooperation 
of this board with organized medicine. He stated 
that the Board of Trustees of the American Medical 
Association, through its Medical Economics Com- 
mittee, is planning to aid various localities in de- 
termining the actual medical needs of that particu- 
lar community. Dr. C. L. Peacock of New Orleans, 
Chairman of the Arrangement Committee of the 
State Medical Society Meeting, was introduced and 
spoke briefly of the plans for the coming annual 
meeting. 

A resolution submitted by the Louisiana State 
Dental Society was read and, in line with this or- 
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ganization’s request, the society adopted this reso- 
lution. 
SCIENTIFIC PROGRAM 

Dr. M. B. Whitten of Dallas gave a very instruc- 
tive talk on “Myocardial Infarction.” First, he 
illustrated with pictures of specimens and casts, 
the blood supply of the heart and the pathologic 
effects of infarction. He then showed typical 
electrocardiographic findings in infarction and em- 
phasized the special value of axillary leads which 
he had first described. He touched on the diag- 
nostic treatment, emphasizing the value of rest and 
morphine, and mentioned the possibilities of pro- 
phylaxis. Dr. Whitten’s paper was discussed by 
Drs, T. P. Lloyd, M. D. Hargrove, J. E. Knighton, 
Sr., C. R. Gowen and N. J. Bender. 

The next paper was by Dr. E. N. Cook of Mayo 
Clinic, on “Transurethral Prostate Resection.” Dr 
Cook gave a brief historical sketch on the develop- 
ment of transurethral prostatic instruments and 
mentioned the various methods used for treating 
the enlarged prostate. He outlined the pre- 
operative treatment in transurethral resections and 
pointed out that, in their experience, they had only 
had 2% per cent recurrences. His talk was illus- 
trated with pictures of the various types of in- 
struments, diagrammatic illustrations of methods 
for removing the tissue and the varying amounts 
of tissue that had been removed in different 
cases to give relief. In summary, Dr. Cook ex- 
pressed preference for the transurethral prostate 
resection; first, because the mortality is lower; 
second, the morbidity is less; and, third, it can be 
performed safely in the older group of patients. 
Dr. Cook’s paper was liberally discussed by Drs. 
J. R. Stamper, I. B. Rougon, C, L. Peacock, J. D. 
Youman, George Robinson, and W. B. Allums. 


P. D. Abramson, M. D., Sec. 





SEVENTH DISTRICT MEDICAL SOCIETY 


The Seventh District Medical Society held its 
second meeting of the year in Crowley, at the Egan 
Hotel, March 10. Dr. Olin W. Moss of Lake 
Charles, president of the society, presided and in- 
troduced the guest spezkers. Dr. George Herr- 
mann of Galveston, Texas, spoke on “The Present 
Status of Hypertensive Arterial Disease”; Dr. Dean 
Echols cof New Orleans presented a paper entitled 
“Trigeminal Neuralgia.” Both papers were illus- 
trated and proved highly instructive. Drs. Herr- 
mann and Echols were made honorary members of 
the society. 

Dr. Claude Martin moved that the parish which 
entertains the district society be responsible for 
collecting fee incident to dinner preceding the 
meeting. This was seconded by Dr. J. A. Craw- 
ford and carried. 

The following officers were elected for the year 
1938: Dr. E. C. Faulk, Rayne, president; Dr, S. R. 
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Henry, Crowley, vice-president; 
Crowley, secretary-treasurer. 
The next meeting will be held in Rayne. 
Louis Z. Kushner, M. D., Sec. 


Dr. J. W. Faulk, 


IBERIA PARISH MEDICAL SOCIETY 
At a recent meeting of the Iberia Parish Medi- 
cal Society, the following officers were elected 
for the year 1938: Dr. Wilton P. D. Tilly, presi- 


dent; Dr. J. N. Pharr, vice-president; Dr. B. L. 
Stinson, secretary-treasurer; Dr. L. M. Villien, 
delegate; Dr. Harold M. Flory, alternate. 


At the same meeting, a splendid supper was 
served, especially honoring Dr. John Signorelli of 
New Orleans, who delivered during the week a 
short course in pediatrics. A number of doctors 
from St. Mary, Iberia and St. Martin parishes at- 
tended. Among the visitors was Dr. Charles M. 
Horton, President of the Louisiana State Medical 
Society, who made a short address of special in- 
terest to organized medicine. 

Wilton P, D. Tilly, M. D., Pres. 


ST. LANDRY PARISH MEDICAL SOCIETY 
OFFICERS, 1938 
President: Dr. S. J. Rozas, Opelousas. 
Vice-President: Dr. L. Lazaro, Opelousas. 
Secretary-Treasurer: Dr. Edwin L. Landry, 
Opelousas, 


THIRD DISTRICT MEDICAL SOCIETY 
OFFICERS, 1938 
President: Dr. W. J. Yongue, Lafayette. 
Vice-President: Dr. J. N. Pharr, New Iberia. 


Secretary-Treasurer: Dr. H. A, King, New 
Iberia. 

Delegate: Dr. O. P. Daly, Lafayette. 

Alternate: 


Dr. R. D. Voorhies, Lafayette. 


IMPORTANT NOTICE 
REGARDING MEDICAL LIBRARY SERVICE 


Increasingly numerous requests for medical li- 
brary service have been coming from physicians 
outside of New Orleans to the Library of the Or- 
leans Parish Medical Society and the Rudolph 
Matas Medical Library, which are administered 
jointly in the Tulane University School of Medi- 
cine, 1430 Tulane Avenue, New Orleans. This 
may be readily understood, since there are no 
medical libraries of any considerable size in the 
State of Louisiana, outside of the City of New 
Orleans. The changing conceptions of disease and 
its treatment demand constant study on the part 
of the physician, in keeping abreast of the times, 
if he is to give to his patients the care which they 
expect of him. Younger men, particularly, who 
have had no opportunity to build personal libraries, 
are seriously handicapped by lack of medical books 
and journals for reference use in actual practice. 
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Certain agencies, notably the American Medical 
Association and the American College of Surgeons 
give a package library service to members, but 
these centers are located at a distance from Louis- 
iana and there is a consequent delay in securing 
even the limited material which is available from 
these sources. The Army Medical Library (form- 
erly called the Library of the Surgeon-General’s 
Office) in Washington, D. C., loans books only to 
or through the agency of a Library, except in very 
exceptional cases. Thus the problem of medical 
library service is a very real one outside the large 
cities of the country. In realization of this need, 
the Orleans Parish Medical Society is considering 
the adoption of a plan, whereby it could extend 
its service to the physicians of the State. 

The Library of the Orleans Parish Medical So- 
city and the Rudolph Matas Medical Library with 
which it cooperates constitute the largest medical 
library in the South from coast to coast. The two 
collections contain approximately 53,500 volumes. 
Five hundred and fifty-six medical journals are 
received regularly. Six full-time persons are busy 
six days each week, caring for the library and 
filling the calls which come to it. These facilities 
can in large part be extended to the physicians of 
the State. 

In studying the provisions which would be neces- 
sary to establish such an extension of medical li- 
brary service, the systems in operation in the 
eight states in which some service of this kind is 
given to the physicians have been investigated. 
The material available varies from reprints and 
unbound journals to a more or less complete refer- 
ence service. The latter method of more exten- 
sive library service is the one which we would of- 
fer from New Orleans. All library material except 
numbers from current volumes of journals, reserve 
books and books of exceptionable value, would be 
available for loan. Books would be loaned for four- 
teen days, parcels being sent from the library ex- 
press collect and returned express prepaid or by 
parcel post. 


The Library is in a position to offer even more 
than the privilege of borrowing books however. 
In connection with library service offered in New 
Orleans, there is record in the files of persons 
competent to prepare translations of foreign medi- 
eal articles in different languages, persons who 
could abstract articles on a given subject, photo- 
stating service for material unavailable for loan, 
medical artists, and even the names of those able 
to help in the writing of medical papers. All of 
this service could be made available to the phy- 
sician outside of New Orleans. In addition the 


Library could be the ageyt through which the 
physician could borrow books from the Army Medi- 
cal Library, when titles needed are not in this col- 
lection. 
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The cost of this extensive library service 
would be slight in comparison with the advan- 
tages offered. Each Parish Society may join the 
Library as a unit, at the cost of one dollar per 
member per year. If this is not feasible, indi- 
vidual members of the State Society may join the 
Library at a cost of ten dollars per year ($100 per 
life membership). The cost of other features men- 
tioned,—art work, translation, abstracting, more 
extensive bibliographic work—not a part of the li- 
brary service as such, would be arranged accord- 
ing to the actual work done in each case. 

The Orleans Parish Medical Society owns and 
maintains its own Library. These plans have 
been formulated in an effort to extend the facili- 
ties of the Library to the physician of the State. 
A meeting to discuss this plan of library service, 
is to be held in the Library during the days of the 
State Society meeting in May. Each Society or 
individual interested is asked to communicate with 
Dr. Donovan C. Browne, Librarian of the Orleans 
Parish Medical Society, 1430 Tulane Avenue, New 
Orleans. 


Donovan C. Browne, M. D., Librarian. 


NEWS ITEMS 


Dr. Hans Molitor, Head of the Division of 
Pharmacology of the Merck Institute of Therapeu- 
tic Research, discussed his work on Vitamin B. at 
the regular meeting of the Pharmacology Journal 
Club, Thursday, March 10, in the Pharmacology 
Laboratory of Tulane. 

An Institute for Camp Administrators, Coun- 
selors and others interested in problems of camp- 
ing will be held April 1-3 under the auspices of 
the New Orleans Council of Social Agencies. 


The Louisiana Conference of Social Welfare was 
held in Monroe, March 17-19. Among others on 
the program were Drs. O. P. Daly and W. J. San- 
didge. Dr. M. W. Hunter was the guest speaker 
at the luncheon given by the Tuberculosis and 
Public Health Association of Louisiana. 


The American Association for the 


Study of 
Goiter announces that the Third International 
Goiter Conference will be held in the City of 


Washington, September 12-14, 1938. 


The American Association on Mental Deficiency 
will hold its sixty-second annual meeting in Rich- 
mond, April 20-23, 1938, with headquarters at the 
Hotel Jefferson. An excellent and stimulating 
program has been provided, 


Dr. A. William Lescohier was elected President 
of Parke, Davis & Company, and Norman H. F. 
‘McLeod Chairman of the Finance Committee, at a 
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meeting of the Company’s Board of Directors held 
in Detroit on March 1. Both men have been ac- 
tively connected with the Company for about thirty 
years. Dr. Lescohier has been General Manager 
and a Director since 1929, and Mr. McLeod a mem- 
ber of the Board since 1921, and Secretary and 
Treasurer since 1923. 


GASTROENTEROLOGIC SOCIETY 

The January Meeting of the Louisiana Chapter 
of the National Society for Advancement of Gas- 
troenterology was held at the Marine Hospital, 
New Orleans, through the kindness of Dr. Slaugh- 
ter, the superintendent, who also served as an ad- 
mirable host at a delicious dinner immediately 
preceding the meeting. Dr. Levin presided, and 
the program following was most interesting and 
sufficiently elaborate to make the evening well 
spent which was obvious judging from the attend- 
ance. 

“Surgical Aspect of Carcinoma of the Stomach,” 
by Dr. James D. Rives was quite an exhaustive 
paper on the subject and excited considerable dis- 
cussion by Drs. Eustis, Brown, Maes and Levin, 
who all voiced the plea for an early diagnosis, early 
surgery, with relief and comfort to the victim 
when a thorough cure seemed impossible. 

“Differential Diagnosis between Sprue and Per- 
nicious Anemia” by Dr. Aldo Castellani was fruit- 
ful, pointing to the opposite characteristics of the 
diseases, and laying great stress on the rhamnose 
test which is essentially the administration of the 
sugar rhamnose to an individual. The intestinal 
lesions existing in the patient with sprue prevent 
the absorption of the sugar with a subsequent loss 
through the feces. But, the pernicious anemia pa- 
tient, without the intestinal pathology, readily ab- 
sorbs the rhamnose which can be recovered and 
identified in the urine. The value of the test as 
a differential diagnostic factor is readily appre- 
ciated. 

The last paper “Regional Ileitis or Crohn’s Dis- 
ease” by Dr. W. E. Waugh was an extensive re- 
port on the infection of the lower ileum, demon- 
strated by a patient under treatment and now 
slowly convalescing, and accentuated by a set of 
photographs and slides. 


OPENING OF MID-STATE HOSPITAL 

With appropriate ceremonies, including a large 
barbecue and evening banquet, work was started 
on the new Mid-State Charity Hospital at Alexan- 
dria. Under the energetic auspices of Dr. Isadore 
Brickman, the affair went off smoothly and gave 
much pleasure to those who attended. At the 
evening banquet, amongst the speakers, were Drs. 
D’Aunoy, Talbot, Hockett, Musser, and Todd from 
New Orleans; Dr. Sanderson from Shreveport; Dr. 
0. P. Daly of Lafayette, representing Mr. A, R. 


633 


Johnson, Director of the State Hospital Board; 
Drs. King Rand, T. F. (Moore, and D. C. McBride 
of Alexandria, the latter President of the Rapides 
Parish Medical Society; Dr. W. F. Couvillion, of 
Marksville, Councilor of the Eighth Congressional 
District; Dr. Cecil Lorio of Baton Rouge; and Dr. 
Charles M. Horton, President of the State Medical 
Society. 

Dr. Horton commended the present arrangement 
for the care of the indigent sick. He spoke of it 
as being ideal, but he said that there is always a 
chance, under different administration, of the 
broadening of the basis for the admission of pa- 
tients. He said: “It is for the future that we 
must be on our guard.” 


INFECTIOUS DISEASES IN LOUISIANA 


Dr, J. A. O’Hara, epidemiologist for the State of 
Louisiana, has furnished us with the weekly mor- 
bidity reports for the state, which contain the fol- 
lowing summarized information: For the seventh 
week of the year, ending February 19, syphilis, as 
is customary, led all reportable diseases with 218 
cases recorded during the week. Other diseases 
appearing in double figures in order of frequency 
were 44 cases of pulmonary tuberculosis, 31 of 
chickenpox, 26 of pneumonia, 21 of cancer, 20 of 
whooping cough, 19 of typhoid fever, 15 of influ- 
enza, 11 of measles and 10 of diphtheria. Of the 
unusual cases reported this week, there was one 
case of typhus fever originating in Calcasieu, one 
case of smallpox in East Baton Rouge, and two 
cases of undulant fever in Orleans. Bight cases 
of typhoid fever were reported from Orleans, of 
which four were imported. For the week ending 
February 26, syphilis again outnumbered other re- 
portable diseases with 50 instances, followed by 
55 cases of gonorrhea, 41 of pneumonia, 34 of pul- 
monary tuberculosis, 25 of typhoid fever, 18 of 
chickenpox, 15 of diphtheria, 14 of cancer, 13 of 
scarlet fever and 12 of whooping cough. One case 
of undulant fever was reported from St. James Par- 
ish; one case of tularemia from Pointe Coupee. 
Of the 25 cases of typhoid fever reported, 16 were 
from Jefferson, six from Orleans and three from 
other parishes scattered throughout the state. For 
the next week, ending March 5, the incidence of 
syphilis dropped materially to 39 cases, followed 
by 23 cases each of pulmonary tuberculosis and 
chickenpox, 22 of pneumonia, 21 of typhoid fever, 
12 of whooping cough, 11 of scarlet fever and 10 
each of diphtheria and cancer. Seven of the ty- 
phoid fever cases came from Orleans Parish, six 
from Iberia and four from Jefferson. A case of 
undulant fever was reported from Calcasieu; one 
case each of rabies and leprosy was reported from 
Orleans. For the last week for which figures are 
available, March 12, syphilis jumped up again to 
its commanding position at the head of the list with 
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148 cases, followed by 51 cases of pulmonary tu- 
berculosis, 40 of pneumonia, 19 each of typhoid 
fever and scarlet fever, 18 each of whooping cough, 
cancer and chickenpox, 12 of malaria, and 11 of 
measles. Typhoid fever was still being  re- 
ported from Jefferson where a mild epidemic is 
existent; six cases were reported from Orleans, 
three of which were imported, probably from Jeffer- 
son. There were four cases of cerebrospinal men- 
ingitis reported from Orleans Parish, three of 
which were brought in from outlying parishes to 
Charity Hospital. One case of smallpox was re- 
ported in both Calcasieu and Franklin. A case 
of poliomyelitis was recorded from St. Mary and 
one case of undulant fever from Caddo. 


HEALTH OF NEW ORLEANS 

The Department of Commerce, Bureau of the 
Census, reports that for the week ending February 
12, there were listed 169 deaths in the City of 
New Orleans, 112 white and 57 negro. This was 
a decrease in the number of the preceding week. 
There were 15 deaths in infants under one year 
of age. Again there was a diminution in the num- 
ber of deaths from the preceding week during the 
week ending February 19. One hundred forty- 
eight deaths were listed of which 90 were among 
the white and 58 among the negro population. 
There were only 10 deaths in infants under one 
year of age. In the next week, which came to a 
close February 26, of the 149 deaths recorded, only 
nine were in infants, whereas 90 occurred in the 
white section of the community and 59 in the 
negro. For the week ending March 5, there was 
an increase to 162 recorded deaths. The increase 
was largely in the white population with 108 
deaths, whereas the negro mortality was very 
low, only 54 colored people expiring this week. The 
infant deaths were 14 in number, nine white and 
five negro. For the week ending March 12, there 
was material diminution in the number of deaths, 
they falling to 134 instances, divided 88 white and 
46 negro. In this week there were 10 deaths in 
infants under one year of age. 


SRE 
J. W. KENWARD SHAW. M. D. 


Dr, J. W. Kenward Shaw, who had been actively 
engaged in the practice of medicine for nearly 
fifty-one years, died at his home in New Iberia on 
February thirteenth. He was graduated from the 
College of Physicians and Surgeons of Baltimore 
in 1887, and specialized in eye, ear, nose and 
throat work. 

Dr. Shaw had been active in the social and 
civic affairs of the parish during his entire life. 
He founded the local chapter of the Woodmen of 
the World and he was still a member of the or- 
ganization. He was a member of the local Ma- 
sonic Lodge, a Knight Templar, a Pythian, an Odd 


Fellow and a member of the Bienfaisance. He 
was a member of the first Iberia Parish School 
Board and was coroner of the parish for four 
years. Dr. Shaw was actively interested in both 
parish and state medical societies. 


WOMAN’S AUXILIARY 
Louisiana State Medical Society 

President—Mrs. George D, Feldner, New Or- 
leans. 

President-Elect—Mrs. Frederick G. Ellis, Shreve- 
port. 

First Vice-President—Mrs. Joseph P. Brown, 
Monroe. 

Second Vice-President—Mrs. Walter Moss, Lake 
Charles. 

Third Vice-President—Mrs, Robert Bernhard, 
New Orleans. 

Fourth Vice-President—Mrs. E. A. Campbell, 
Homer. 

Recording Secretary—Mrs. William B. Heidorn, 
Shreveport. 

Corresponding Secretary—Mrs. Aynaud F. He- 
bert, New Orleans, 

Treasurer—Mrs. Cassius L. Peacock, New Or- 
leans. 

Parliamentarian—Mrs. John T. Crebbin, Shreve- 
port. 


ORLEANS PARISH 

The March meeting of the Woman’s Auxiliary 
to the Orleans Parish Medical Society was held 
on Wednesday, March 9, at 3 p. m. at the Orleans 
Club with an attendance of one hundred and fifty 
members. 

The guests of the afternoon were the visiting 
ladies attending the Medical Assembly. The 
meeting proved to be a most interesting one, as 
the entire revised Constitution and By-Laws were 
voted and accepted. 

Though plans for Doctor’s Day had been com- 
pleted, as a recommendation from the Board, the 
general body voted to eliminate celebrating Doc- 
tor’s Day with a party this year as was originally 
planned, because March 30 is a Lenten fast day 
and the State Medical Convention follows so soon 
afterward. 

Mrs, C. C. Henson gave a most interesting re- 
view on Lyle Saxon’s book “Children of Strangers.” 

Mrs. Fred Fenno and her committee served most 
ably in charge of the Information Booth for the 
Medical Assembly. 

Committees on Social Hygiene and Periodic 
Health have assisted Dr. Sellers and his com- 
mittee in the Longer Life Week program by dis- 
tributing posters throughout the city as directed. 

Mrs. S. M. Blackshear,Chairman, 
Press and Publicity. 
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JEFFERSON DAVIS PARISH 

The February meeting of the Woman’s Auxiliary 
to the Jefferson Davis Parish Medical Society was 
held in Welsh, at the home of Mrs. Claude A, Mar- 
tin, with a perfect attendance. Each member con- 
tributed a current event pertaining to medical 
science. 

The March meeting was held in Jennings at the 
home of Mrs. John M. Whitney. Dr. Whitney, who 
is in charge of the Parish Health Unit, gave a 
most interesting talk explaining the divisions of 
the Unit, their functioning and how the Unit is 
maintained. This talk was made at the request 
of the auxiliary. A rising vote of thanks was 
given Dr, Whitney. This was one of the most out- 
standing programs since the auxiliary has been or- 
ganized. 

Officers for the year of 1938-39 were elected as 
follows: 

President—Mrs. Claude A. Martin, Welsh. 

Vice-President—Mrs. John M. Whitney, Jennings. 

Secretary—Mrs. John G. McClure, Welsh. 

Treasurer—Mrs, Morgan Smith, Jennings. 
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It was decided at this meeting to hold only four 
meetings during the year, instead of the usual 
eight. These meeting will be held in May, Octo- 
ber, January and March. 

Mrs. Claude A. Martin, Chairman, 
Press and Publicity. 


PUBLICITY CHAIRMEN PLEASE NOTE! 

There remains but one more month before the 
present term of office as Press and Publicity 
Chairman expires. Please do your best to send 
me something for next month’s Journal article. 


There is much talk about the State meeting in 
New Orleans on May 2, 3, and 4. If you have not 
already made your plans to attend, do so at once. 
You will miss a mighty fine time, if you do not. 
The style show that will be given through the 
courtesy of Gus Mayer Company is really going 
to be something to see. Hope you'll be with us! 

Mrs. Lucian W. Alexander, 
Press and Publicity. 


Chairman, 
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A Monograph on Veins: By Kenneth J. Franklin, 
D. M., M. R. C. P. Springfield, Ill., Charles C. 
Thomas, 1937. Pp. 410. Price $6.00. 

The author has spent several years in study of 
the venous system and his object in writing was 
to make available a somewhat recondite literature, 
which only a specialist could hope to summarize 
but which has, nevertheless, very definite bearings 
upon physiologic, pathologic and clinical problems. 

A vein, in general, is to provide a channel for 
the return of blood to or towards the heart, but 
the venous system as a whole is more than this. 
In certain places it takes part in absorption; it 
may be concerned with the output of fluid into tis- 
sues, certain venous areas may act as reservoirs of 
blood, and so on. 


Not all of the blood need necessarily be in cir- 
culation but part of it may be in reserve, motion- 
less or in very slow circulation, and this may 
amount to 46 per cent of the total. Muscular 
exercise is the most important call on the depot 
blood, temperature regulation the next. The spleen, 
the liver, the portal system, the subcapillary ven- 
ous plexus of the skin, the lungs, the uterine veins 
and the large veins are organs and portions of the 
vascular system, in decreasing order of importance, 
which have a capacity for blood storage. The 
essential differences between the capillary and the 
immediate postcapillary venule are the greater size 
of the venule, and the presence upon it of connec- 
tive tissue. The venules are _ independently 
contractile, and they help to provide the peri- 
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pheral resistance. Diapedesis occurs more readily 
from venules than from capillaries because the 
blood stream is slower. The production of tissue 
fluid occurs in the small venules as well as in the 
capillaries. The venules play an important part in 
the reactions of the vessels of the skin, possessing 
considerable contractile power. 

Venules are concerned with the reabsorption of 
water, with the absorption of freely diffusible elec- 
trolytes, and with absorption of less diffusible sub- 
stances, provided that the balance con- 
ditions controlling these movements is temporarily 
in favor of a direction of flow from the tissue 
spaces to the blood. In addition, the walls of larger 
veins permit the passage of certain solutions in- 
ward into the blood. 

The musculature of the veins controls the vol- 
ume of a large part of the venous system and 
associated blood depots, and hence the venous re- 
turn and heart minute volume. It does this as a 
coordinate whole, when innervation is intact. Veins 
respond to mechanical, thermal and chemical stim- 
uli. The main factors influencing the venous re- 
turn to the heart are the vis a tergo, hydrostatic 
pressure (gravity), and muscular contraction (ex- 
ercise) aided by venous valves. A rise of venous 
pressure will increase the minute volume of the 
healthy heart and its minute rate. Muscular activ- 
ity has a definite accelerator and augmenter effect 
upon the venous return and thereby upon the whole 
circulation of blood. This is in sharp distinction 
to the effect of respiration, about which no such 
sweeping conclusion can be drawn. The knowledge 


of local 
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of venous pressure in spite of what has actually 
been accomplished, is far from complete. The 
author discusses the technic, general considerations, 
the initial pressure in the venous system, (pressure 
in venous capillaries), the pressures in medium 
and large-sized veins, the pressure at the end of 
the venous system. A subatmospheric pressure 
obtains under normal conditions in the great veins 
within the thorax. A rise of caval pressure may 
be associated with increased or decreased heart 
minute volume; in the latter case it is a sign of 
an embarrassed heart. 

The movements of the blood in veins, “stream 
lines,” and of normal arteriovenous anastomoses 
in certain parts of the body, physiologic (centri- 
petal) and pathologic (centripetal and centrifugal) 
pulsation in veins occupy the last general chapter. 
Two chapters deal respectively with clinical con- 
siderations and photographic technics, respectively. 

The review is primarily intended for those en- 
gaging in research, but it will be of interest to all 
who wish to know more about veins, and the 
important interactions within the living organism. 
This is an interesting and authoritative work. 

HENRY LAvRENS, Ph. D. 





The Thinking Body: By Mabel Elsworth Todd. 
New York, Paul B. Hoeber, Inc., 1937. Pp. 314. 
Price $4.00. 

This volume is a discussion of posture and loco- 
motion from a new angle. In the first part of the 
book, the author presents a careful and complete 
study and explanation of the mechanism of the 
body functions in relation to their action. The 
component parts of the skeleton are described in 
detail, as are the structures formed by their union. 


Emphasis is placed on the significance of these 
structures in correlated behavior of the body 
mechanism. In the second part of the book, the 


author presents her own interesting theories as 
to the part played by unconscious sensations in 
body control and stresses the importance of con- 
scious and intelligent control of the coordinated 
physical functions. Simple and practical methods 
of treatment are suggested, based on the author’s 
extensive experience. The chapters on walking 
and breathing are of particular interest. The vol- 
ume is well illustrated. 

Although the reader may not always agree with 
the author’s views, he cannot fail to be stimulated 
by the profound and original treatment of the sub- 
ject. The book should be of more than usual in- 
terest in physical education, hygiene and physical 
therapy. 

H. S. Mayerson, Ph. D. 





Not So Long Ago: By Cecil K. Drinker, M. D., 
Se. D. New York, Oxford University Press, 
1937. Pp. 183. Price $3.50. 

This is a fascinating little volume which has to 
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do with a period of nearly fifty years’ life in Phila- 
delphia during Colonial times. The diary of Eliza- 
beth Sandwith Drinker was begun in October, 1758, 
and continued until 1807. The content of the book 
has to do largely with a partial reproduction of 
the diary kept conscientiously all this time. Here 
and there Drinker, the descendant, has made per- 
tinent comments which materially add to the un- 
derstanding of the diary and which indicate clearly 
the changes that have taken place in manner of 
living, in the treatment of disease and in medical 
customs and habits in the last nearly 150 years. 

The book should be particularly interesting to 
a physician because a goodly part of it has to de 
with such subjects as smallpox and the fevers, 
low fever in Philadelphia, and medical prac vice in 
1800. The diarist comments interestingly on some 
of the great physicians of the time, as Kuhn, Rush, 
Physick and Shippen, who are mentioned casually 
at times, again with considerable detail. Also the 
physician should be charmed by the diarist’s ac- 
count of the tuberculosis of William Drinker. 

With an excellent format and well illustrated, 
the book would make a nice present for the doctor 
to give to one of his fellow practitioners or for a 
patient to give to the physician. 

J. H. Musser, M. D. 





Practical Treatise on Diseases of the Skin: By 
Oliver S. Ormsby, M. D. Philadelphia, Lea & 
Febiger, 1937. Pp. 1334. Price $12.00. 

This fifth edition, enlarged and revised, with a 
special revision of the “Histopathology and Mycol- 
ogy” by Clark Wylie Finnerud, B. S., M. D., is 
recognized as a leading textbook in the field of 
dermatology. Besides a complete review of derma- 
tologic literature, it is up to the minute in mod- 
ern methods of treatment and concise enough that 
the facts can be read in the smallest justifiable 
space. Dr. Ormsby writes from experience, first 
hand knowledge and without bias. 
of photographs is excellent. 

M. T. VANStuppirorp, M. D. 


The selection 





External Diseases of the Eye: By D. T. Atkinson, 
M. D., F. A. C. S. Philadelphia, Lea & Febiger, 
1937. Pp. 918. Price $8.00. 

This excellent volume is written primarily for 
those who are interested in the clinical and the 
surgical. It possibly lacks the technical back- 
ground of most textbooks, which has the advantage 
of increasing its readability. The illustrations are 
exceptionally numerous and informative. 

Following a short historical sketch of ophthal- 
mology, the author discusses diseases of the lids 
in about one hundred and fifty pages. The chap- 
te’s on lid and orbit are outstanding. 

Being at heart a surgeon, the author apparently 
understands the non-surgical treatment of glau- 
coma. He apparently believes that myotics are 
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useful only when an immediate operation cannot 
be performed. Those of us who have kept simple 
glaucoma patients practically stationary for twenty 
years with myotic treatment alone naturally feel 
that the risks of operation are not always justified. 

A more detailed description of the slit-lamp mic- 
roscope and its findings in the chapters on cornea 
and lens would have added materially. Written 
apparently for ophthalmologists of moderate ex- 
perience, more detailed description of methods 
which increase the safety of operative procedures 
would have been justified throughout the volume, 
such as akinesis, orbital anesthesia, superior rec- 
tus fixation, and corneal suturing. 

‘n muscle shortening operations, the authors 
prefetence of a modified Valude advancement seems 
to have little advantage over the more generally 
used resection. The final chapters on ocular hy- 
giene, history taking and ocular remedies contain 
much useful information especially to the beginner. 

The detailed table of contents is especially in- 
formative, the index reasonably complete, and the 
bibliography rather concise. 


In conclusion, ophthalmologists of moderate ex- 
perience and those who are especially interested 
in the pictorial presentation of the subject will 
make no mistake in reading and re-reading Dr. 
Atkinson’s valuable volume. 

CHARLES A. BAHN, M. D. 


Doctors on Horseback: By James Thomas Flexner. 
New York, The Viking Press, 1937. Pp. 370. 
Price $2.75. 


It is fitting that the first book from the pen of 
the son of Simon Flexner should concern itself 
with the personalities and contributions of some 
of the outstanding pioneer American physicians. 

Mr. Flexner brings to life for us such men as 
John Morgan, who established the first medical 
school in America, with educational requirements 
as revolutionary in the field of medicine as was 
the new democracy in the field of politics; Ben- 
jamin Rush, whose medical theories, especially 
purging and bleeding, dominated American medi- 
cine for fifty years; Ephraim McDowell, who per- 
formed the first ovariotomy while the local min- 
ister preached a sermon againt his daring; Daniel 
Drake, who loved the frontier country and devoted 
himself to medical education beyond the Alle- 
ghenies; William Beaumont, who overcame his 
lack of education and the obstinancy of the refrac- 
tory St. Martin to study comprehensively the 
workings of the stomach; Crawford Long, the 
Georgia physician, and William Morgan, the Massa- 
chusetts dentist, who, independently of each other, 
discovered the possibilities of ether anesthesia. 
These turbulent pioneers, isolated from the centers 
of learning, fought ignorance and superstition, 
their own as well as that of others, and out of 
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their struggles came many of the new concepts and 
practices upon which modern medicine is based. 
Mr. Flexner has sorted the facts and legends 
about these men with great judgment and given 
us sketches which are true in spirit as well as in 
fact. He has the ability to reconstruct vividly 
isolated scenes, notably McDowell’s operation, and 
the tavern brawl at Fort Mackinac in which Beau- 
mont’s patient received the wound that led to his 
fistula. “Doctors on Horseback” is equally inter- 
esting to the physician, to the student of early 
American life, and to the layman. 
W. A. SopeMAN, M. D. 


Biological and Clinical Chemistry: 
Steel, Ph. D. Philadelphia | 
1937. Pp. 770. Price $8.00. 

This volume, which adds to our collection of 
laboratory manuals, is a comprehensive survey of 
the common chemical methods used in biological 
chemistry. The book is divided into five parts 
dealing with chemistry of the organic constituents 
of cells, physical chemistry, catalytic phenomena, 
chemistry of circulation, and nutrition. 

The treatment of the subjects is very much like 
that in similar manuals, with however, the added 
advantage of containing a larger number of de- 
tailed experimental procedures than most labora- 
tory manuals. A considerable portion of the book 
is devoted to theoretical considerations having a 
direct bearing on experimental procedures. 

To my mind, the outstanding section of the book 
is that dealing with physical chemistry. In this 
section the author deals with the fundamental 
physical and chemical phenomena, in a logical 
and lucid manner. On the whole, the book con- 
stitutes a rather handy reference volume. 

SAMUEL R. NADLER, M. D. 


By Matthew 
Lea & Febiger, 


Macleod’s Physiology in Modern Medicine: 
by Philip Bard. St. Louis, The C. V. Mosby 
Company, 1938. Pp. 1,051. Price $8.50. 

The first edition of this book was a departure 
from type. Macleod showed clinicians, teachers 
as well as practitioners, the application of scien- 
tific information concerning disease (functional 
pathology). to the practice of their art, and thereby 
the futility of searching for the understanding of 
disease largely by the empirical method. Designed 
for the practitioner the work soon became known 
to students and teachers of physiology and became 
widely used as a text. The seventh edition ap- 
peared only a short time before the death of Pro- 
fessor Macleod. 

The present editor invited eight contributors to 
help him bring out this, the eighth edition, and each 
major subdivision is the work of a writer who is 
actively engaged in the study of some phase of the 
subject he treats. 

The editor emphasizes that the present volume 


Edited 
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makes no pretense of being a textbook of “applied” 
physiology, because the contributors have in gen- 
eral invoked clinical material only when it illus- 
trates particularly well fundamental physiological 
principles. He hopes that the book will not sup- 
ply predigested knowledge suitable for immediate 
bedside application. The title “Physiology in 
Modern Medicine” has been retained, however, be- 
cause it is clear that the greatest service which 
physiology can render modern medicine is to con- 
tinue to solve fundamental problems which are not 
necessarily of immediate practical concern, to ac- 
quaint the student in his preclinical days with the 
real importance of these and to imbue him with 
some appreciation of the nature of valid experi- 
mental evidence. 

The book well 


continues to be 


serves its 
of the 
on “modern physiology.” 


avowed purpose and 


one outstanding 


treatises 


Henry LAurens, Pu. D. 


Wheeler and Jack’s Handbook of Medicine: Edited 
by John Henderson, M. D. Baltimore, William 
Wood & Co., 1937. Pp. 703. Price $4.00. 

The popularity of this 700-page “handbook” may 
be judged by the fact that it has gone through ten 
editions since 1894. Though the author specifically 
states that his book is not to be regarded as a text, 
the final product comes perilously close to being 
neither “man nor beast.’’ The devotion of less 
than a page to essential hypertension while dis- 
cussing thoracic aneurysm in detail, seven pages, 
implies a lack of balance. 
laboratory 


The details of clinical 
included, as are the 
physical diagnosis, occupying space 
that could better have been devoted to amplifying 
and modernizing the sections on therapy, which in 
general are entirely inadequate. 

GeorGE M. DECHERD, JrR., M. D. 


procedures are 
elements of 


Recent Advances in Rheumatism: By Frederic J. 
Poynton, M. D., F. R. C. P. (Lond.), and Bern- 
ard Schlesinger, M. A., M. D., (Camb.), F. R. 
Cc. P. (Lond.) Philadelphia, P. Blakiston’s Son 

& Co., 1937. Pp. 379. Price $5.00. 
The first of this 
appeared in There is 


edition excellent monograph 
1931. really need for the 
revision because there has been an immense amount 
of work accomplished in the study of rheumatism 
in recent This is in part responsible for 
the tardiness of the appearance of the second edi- 
tion because the literature to be 


years. 


reviewed was 


literally overwhelming, to paraphrase the preface. 
The book follows the same general form as did 
the first edition, but it has been enhanced consid- 


erably by incorporation of new facts which have 
brought out about rheumatism. The first 
portion of the book has to do with rheumatic 


fever or rheumatism; the second portion 


been 


acute 
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with chronic rheumatism. It is not customary in 
this country to regard the two conditions even as 
being comparable but apparently in England such 
is the case. We consider rheumatic fever to be 
a more or less definite etiologic entity, whereas 
rheumatoid arthritis may be due to any one of a 
number of causes, no one of which is definitely 
established. This does not lessen the value of the 
book but the reader should understand clearly that 
the newer material is not devoted solely to rheu- 
matic fever and its expressions, but about half of 
the page space is assigned to so-called chronic 
rheumatism in its various aspects, from arthritis 
deformans to lumbo-sacral and sacro-iliac strain. 
As a splendid review of the old and the recent 
literature on the two subjects contained in the book 
this volume is to be recommended most highly. 


J. H. Musser, M. D. 
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